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EDITORIAL / 
GONADAL DYSGENESIS 


Gonadal dysgenesis is becoming recognized as by far the 
commonest cause of primary amenorrhoea. In its 
classical form (Turner’s syndrome) the condition may 
be divided into 4 clinical parts. First, the patient remains 
short in stature throughout the whole of her develop- 
mental period, ending up at about 4 foot 7 inches. 
Secondly, she is subject to peculiar and inexplicable 
oedematous swellings of any part of the body, which 
may occur from time to time during the early years. 
Thirdly, she exhibits several of a large number of 
congenital anomalies. These involve the skin and its 
appendages, the musculo-skeletal system, the eyes and 
ears, the heart, the kidneys, the teeth. The best known of 
these are webbing of the neck or a very short neck, 
hypoplasia of the mandible with a birdlike facies, 
asymmetry of the eyes with strabismus, multiple black 
moles anywhere on the body, a low nuchal hair-line, 
arounded, shield-like chest, cubitus valgus and pes cavus, 
and coarctation of the aorta. Fourthly, the patient 
fails to develop at puberty. Breasts do not grow, and the 
nipples remain pin-point, with pale pink areolag; menses 
do not appear; the vagina and uterus remain infantile; 
pubic and axillary hair development is variable. 

It is plain that the condition in such classical form can 
be readily diagnosed clinically, even before the usual 
age of puberty is reached. There are 4 important negative 
points. (1) The patients are not mentally affected. 
Although some seem to be a little backward, shy and 
distinctly puerile in their habits, this may be largely an 
tflect secondary to their disabilities, their upbringing and 
tivironment; many have a high intelligence quotient. 
(2) Their bone development is only a little backward— 
usually at the retarded end of the normal scale. (3) They 
are not eunuchoidal in proportions, unlike the prepuberal 
castrate, and (4) they are in general quite strong and 
stocky, unlike the much rarer hypopituitary dwarf. 
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VAN DIE REDAKSIE 


GEBREKKIGE ONTWIKKELING VAN _ DIE 
GESLAGSKLIERE 


Dit word steeds meer besef dat gebrekkige ontwikkeling 
van die geslagskliere verreweg die algemeenste oorsaak 
van primére amenoree is. In sy klassieke vorm (die 
Turner-sindroom) kan die kondisie klinies in 4 verdeel 
word. Ten eerste bly die pasiént gedurende al haar 
ontwikkelingsjare kort van gestalte, en op omtrent 
4 voet 7 duim is sy uitgegroei. Tweedens is sy onderworpe 
aan eienaardige en onverklaarbare watersugtige swelsels 
aan enige deel van die liggaam wat gedurende die vroeé 
jare van tyd tot tyd mag voorkom. Derdens openbaar sy 
verskeie van ’n groot aantal aangebore afwykings, wat 
betrekking het op die huid en sy aanhangsels, die spier- 
skelet-stelsel, die o€ en ore, die hart, die niere, en die 
tande. Die bekendste hiervan is ’n ,webvlies’ aan die nek, 
of ’n baie kort nek, onderontwikkeling van die onderkaak 
met ’n voélagtige gesig, oneweredige oé€ met skeelheid, 
en *n groot aantal swart moesies oral op die liggaam. 
Die hare groei agter laag op die nek, die borskas is rond 
en skildvormig, cubitus valgus, pes cavus, en ook 
samepersing van die aorta word aangetref. Ten vierde 
toon die pasiént geen puberteitsontwikkeling nie. Die 
borste groei nie en die tepels bly klein, met ligroos 
tepelhowe; die maandstonde tree nie in nie, en die 
skede en baarmoeder bly kinderlik, terwyl die ontwikke- 
ling van die skaam- en armholtehare van pasiént tot 
pasiént verskil. 


Dit is duidelik dat hierdie toestand in so ’n heel 
klassieke vorm maklik klinies uitgeken kan word, selfs 
voordat die gewone puberteitsjare bereik is. Daar is 
egter 4 belangrike negatiewe punte. (1) Die pasiént 
makeer verstandelik niks nie. Party lyk wel ’n bietijie 
agterlik, skaam en definitief kinderlik in hul gewoontes, 
maar moontlik is dit grotendeels ’n sekondére gevolg van 
hulle abnormaliteite, hul opvoeding en hul omgewing. 
Baie van hulle het ’n hoé intelligensiekwosiént. (2) Die 
ontwikkeling van hulle beenstelsel is slegs ietwat 
agterlik—gewoonlik sorteer dit onder die agterlikes binne 
die normale perke. (3) Hulle proporsies is nie eunug- 
agtig nie, en daar verskil hulle van die voor-puberteit- 
gekastreerde, en (4) oor die algemeen is hulle heeltemal 
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Special investigations into the basic nature of the 
condition are 3 in number. Laparotomy, which used 
to be necessary to establish the diagnosis, reveals that 
all internal feminine organs are normal, but infantile, 
except the ovaries, which do not develop beyond 
the stage of the primitive genital ridge. This is 
seen as a thin white ridge, or streak, of firm tissue lying 
along the broad ligament on each side. In all cases the 
appearance has been the same, although microscopical 
examination is some reveals that early differentiation 
of sex tissue has occurred. Hence the term ‘dysgenesis’ 
has been substituted for ‘agenesis’. Secondly, the 
urinary output of the follicle-stimulating hormone (FSH) 
of the pitutary is abnormally high. This is because the 
primitive gonadal tissue produces no oestrogen, so that 
the normal inhibition of this hormone on pituitary 
gonadotropin-formation is lacking. This is not found 
before the age of 12 or 13, since maturation of the 
pituitary with respect to its gonadotropin production 
does not occur until then. Unfortunately, the estimation 
of FSH is a complicated biological procedure under- 
taken by few laboratories and not always certain in 
its outcome. 

The third special test is that of elucidating the ‘genetic’ 
sex of the individual (this fascinating discovery was 
discussed in a recent editorial! in this journal). Examina- 
tion of the nuclei of stained preparations of skin, 
leucocytes and other tissues has revealed that about 
95% of those apparent females with ‘ovarian agenesis’ 
were really genetically destined to have been males. 
They carry the male (XY) chromosome pattern even 
in their female organs! We have here the human con- 
firmation of experimental work indicating that when the 
primitive gonads are removed or destroyed at a very 
early stage of their intra-uterine development the animal 
or person concerned develops along usual female lines, 
irrespective of whether the gonad would have been 
ovaries or testes. In other words the female is the neutral 
form; the development of a male requires more than 
just the male chromosome, it also needs some sort of 
hormone evocator which is dependent upon the differen- 
tiating testes. The name of the disorder had plainly to be 
changed to ‘gonadal dysgenesis’. 

Previously we wondered why ‘ovarian agenesis’ was 
virtually a female disease. The male counterpart was 
apparently a rarity and the few described cases seemed to 
be a hotch-potch of doubtful homology. Now we wonder 
why the disorder is so predominently a male disease! 
There is no clinical difference between gonadal dysgenesis 
in the ‘genetic’ male from that in the rarer ‘genetic’ 
female. 


Armed with this knowledge it is possible to use the 
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sterk en stewig gebou, in teenstelling met die baie 
seldsamer hipopituitére dwerg. 

Daar is 3 spesiale metodes van ondersoek om die 
basiese aard van hierdie kondisie te bepaal. Buik- 
opening, wat eers nodig was om die diagnose te bepaal, 
toon dat al die inwendige vroulike geslagsorgane 
normaal, maar egter kinderlik is, met uitsondering van 
die eierstokke wat nie verder as die stadium van die 
primitiewe genitale riffeltjie ontwikkel nie. Die eierstokke 
vertoon as ’n dun wit riffeltjie of strepie stewige weefsel 
geleé langs die breé ligament aan elke kant. Die voor- 
koms daarvan is by elke geval dieselfde, hoewel dit 
by sommige pasiénte deur mikroskopiese ondersoek 
bewys word dat ’n vroeér onderskeiding van geslagte- 
like weefsel wel plaasgevind het. Daarom is die be- 
naming ,onontwikkeling van die geslagskliere’ vervang 
deur ,gebrekkige ontwikkeling’. Tweedens word ab- 
normaal groot hoeveelhede van die harsingslymklier 
se follikel-prikkelende hormoon (FSH) in die urine 
uitgeskei. Die rede hiervoor is dat die primitiewe 
geslagsweefsel geen estrogeen voortbring nie, met die 
gevolg dat die normale remmende werking van hierdie 
hormoon op die vorming van gonadotropien in die 
harsingslymklier afwesig is. Dit kom nie voor die 
ouderdom van 12 of 13 voor nie, want die rypwording 
van die harsingslymklier wat sy gonadotropien-produksie 
betref, tree dan eers in. Ongelukkig is die bepaling van 
FSH ‘n ingewikkelde biologiese prosedure wat deur 
min laboratoria onderneem word, en die resultate van 
sulke bepalings is wisselvallig. 

Die derde spesiale toets is die bepaling van die ,gene- 
tiese geslag’ van die indiwidu. (Hierdie boeiende ont- 
dekking is onlangs in ’n hoofartikel in hierdie tydskrif 
bespreek.') Studies van geverfde preparate van die vel, 
wit bloedliggaampies en ander weefsels het bewys dat 
ongeveer 95 persent van daardie oénskynlik vroulikes 
met ,eierstok-onontwikkeling’ eintlik geneties bestem 
was om manlik te wees. Selfs in hulle vroulike organe 
toon hulle die manlike (XY) chromosoompatroon! Daar 
het ons dan die menslike bevestiging van navorsings wat 
daarop dui dat die betrokke dier of persoon in die 
gewone vroulike rigting ontwikkel as die primitiewe 
geslagskliere op ’n baie vroeé stadium van hulle baar- 
moederlike ontwikkeling verwyder of vernietig word, 
afgesien daarvan of die geslagskliere eierstokke of testes 
sou gewees het. Die vroulike is m.a.w. die neutrale 
vorm; die ontwikkeling van die manlike vereis nie 
alleen die manlike chromasoom nie, maar ook een of 
ander soort hormoon-evokator wat afhanklik is van die 
onderskeidende testes. Dit was duidelik dat die naam van 
die afwyking verander moes word na_,gebrekkige 
ontwikkeling van die geslagskliere’. 

Voorheen het ons gewonder waarom ,onontwikkeling 
van die eierstokke’ feitlik uitsluitlik by die vroulike 
geslag voorkom. Die manlike vorm daarvan was 
oénskynlik iets seldsaams en die paar beskrewe gevalle 
het na ’n mengelmoes van betwyfelbare homologie 
geklink. Nou wonder ons waarom dit grotendeels 't 
manlike siekte is! Klinies is daar geen verskil tussen 
gebrekkige ontwikkeling van die geslagskliere by die 
,geneties’ manlike en die seldsamer ,geneties’ vroulike nie. 

Gewapen met hierdie kennis is dit moontlik om die 
ontdekking van ’n manlike ,genetiese’ geslag as bevesti- 
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finding of a male ‘genetic’ sex as proof of the diagnosis 
in the apparent female. It is now being found that some 
cases of this strange condition may have apparently 
good breast development, some have no evident congeni- 
tal anomalies, some are even of normal height and to all 
appearances normal women except for the lack of 
puberty. We must now suspect that gonadal dysgenesis 
is the diagnosis in any case of primary amenorrhoea in 
which there is no obvious causative disease and even in a 
child whose only abnormal feature is marked smallness 
of stature, represented by a growth curve below the 
lower limits of the normal range. 


1. Editorial (1955): S. Afr. Med. J., 29, 809 (27 August). 


ging van die diagnose by die oénskynlik vroulike te 
aanvaar. Dit word nou bevind dat die borste by sommige 
gevalle van hierdie sonderlinge kondisie goed ontwik- 
keld kan wees; sommige toon geen ooglopende aange- 
bore afwykings nie, en sommige is selfs normaal van 
gestalte en skyn in alle opsigte, behalwe die gebrek aan 
geslagsrypheid, normale vroue te wees. Ons moet dus 
vermoed dat ons gebrekkige geslagsklier-ontwikkeling 
moet diagnoseer by elke geval van primére amenoree waar 
daar geen ooglopende veroorsakende siekte is nie. Dit 
geld selfs ook vir ’n kind wie se enigste afwyking ’n 
abnormaal kort gestalte is wat verraai dat haar groei- 
kurwe laer is as die laagste binne normale grense. 


1. Van die Redaksie (1955): S. Afr. T. Geneesk., 29, 809 
(27 Augustus). 


EARLY PSYCHIATRY IN NATAL* 


M. MINpg, B.A., M.B., CH.B. 


Physician Superintendent, Umgeni Waterfall Institution, Howick 


Through the courtesy of Dr. E. Cheze-Brown, then 
Physician Superintendent of Town Hill Hospital, 
Pietermaritzburg, I was recently given access to two 
‘case books’ containing the histories of the earliest 
recorded mental cases treated in an asylum in Natal. 
These books are bound volumes in hard covers in an 
excellent state of preservation, evidently specially de- 
signed for their purpose, and were manufactured by 
Shaw and Sons, Printers and Publishers, Fetter Lane, 
London (Publishers of the Books of the Commissioners 
in Lunacy). The two books contain the records of 
253 cases numbered consecutively in order of admission, 
the first being dated 23 July 1864 and the last 27 December 
1884. Of these 245 are sufficiently complete to serve as a 
basis for this study. The records used are not all entirely 
complete, some having been carried over to a 3rd and 
4th case book, which are not available. The notes however 
extend to the year 1889, and all the cases here recorded, 
except those which died or recovered, extend over a 
period of at least 2 years. 


Historical 


Before going into details concerning the contents of 

these books it is desirable to say something about the 
historical development of mental institutions in South 
Africa during the 19th century. 
_ Before accommodation for lunatics became available 
in Natal the only facilities for housing them were located 
in Cape Town. The ‘Old’ Somerset Hospital, which 
had been founded by Dr. Samuel Bailey in 1818, had 
some accommodation for mental patients, although the 
conditions under which they were housed were often 
unsatisfactory. In 1836 a special ward for lunatics was 
erected, and in 1837 this held 38 patients. 

Robben Island had been used as a convict station by 
the Dutch East India Company ever since the days of 


i A paper presented at the South African Medical Congress, 
Pretoria, October 1955. 


Van Riebeeck, and at times lunatics were also detained 
there. This practice was continued by the British 
when they occupied the Cape in 1806. In 1846 it ceased 
to be a convict station and became “a station for lunatics, 
lepers, and the chronic sick’.' 

Such then was the situation in South Africa when in the 
early 1860s the increasing population of Natal made 
accommodation for mental patients there desirable. At 
first such patients were housed in Grey’s Hospital, 
Pietermaritzburg and in the Pietermaritzburg Gaol.* 
In 1868 the first asylum was opened as an annexe to the 
Pietermaritzburg Gaol and housed 24 inmates. By 1875 
the ‘Temporary Asylum’* was open on erf 53 in lower 
Longmarket Street, and this was replaced in February 
1880 by the permanent building (Town Hill Hospital) 
still in use. 

The medical man most closely associated with the old 
asylum was the District Surgeon, Charles Gordon, M.D. 
In his absence Dr. Charles Ward acted as District Surgeon 
and also looked after the lunatics. The first full-time 
Superintendent at Town Hill was Dr. James Hyslop, 
who assumed duty on 4 July 1882 and was still in charge 
at the time of Union in 1910. 


THE CASE BOOKS 


The notes in the two case books are mainly written in 
two sets of handwritings, with a few notes written in a 
third hand, and it has not been difficult to identify them. 
Fortunately all are clear and legible and have not faded 
with the years—a tribute to the quality of the ink used 
in Government institutions in those days. 

One set of notes, which begin in August 1882, could 
be readily identified as those of Dr. James Hyslop, 
because I was familiar with his handwriting from earlier 
researches in the Natal Archives. It was confirmed by a 
specimen of a patient’s handwriting glued into the case 
book and initialled ‘J.H.’ in the identical writing of the 
other notes, and dated 13.2.83. Incidentally the notes 
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describe a classical case of general paralysis of the insane, 
and the patient’s handwriting is typical of this disease. 

The greater part of the first case book is in a different 
handwriting, which from previous knowledge I suspected 
to be that of Dr. Charles Gordon, the district surgeon 
of Pietermaritzburg. This was fortunately confirmed 
when I came across a few lines which had been crossed 
out and on the the margin was written ‘Entered by 
mistake for another inmate’ and initialled ‘C.G.’ in a 
hand identical with that of the other notes. 

Finally a few pages of brief notes were specifically 
described as having been written by Dr. Charles Ward. 

It is now proposed to analyse the information in these 
case records. 


1. NO. OF ADMISSIONS 


These fluctuated between | and 8 per annum from 
1864 to 1873, and first reached double figures in 1874. 
Thereafter they varied considerably, the lowest being 11 
in 1881 and the highest 34 in 1883. The total of ad- 
missions for the period 1864-1884 was 253. 


2. SEX 


Males preponderated in each year and for the whole 
period the ratio of male to female admissions was 193 to 
57 or 3-4 to 1. This compares with a ratio of 1-4 to 1 in 
1952 for the Union as a whole and 1-2 to | for Town 
Hill Hospital.* No conclusions can be drawn from these 
figures, for the population distribution for the period 
under consideration is unknown. 


3. AGE 


The age of each admission was nearly always given, 
though the accuracy of the figures, particularly for 
non-Europeans is questionable. The two youngest 
patients were aged 13 and 15, the two oldest 75 and 80. 
The majority fell within the 20-30 age-group. 


4. NATIONALITY 


The country of origin of each patient is given in the 
earlier records; e.g. England, Scotland, Ireland, Prussia 
etc. The non-Europeans are listed as ‘Kafir’ or ‘Hotten- 
tot’. The first Indian was admitted in 1874 and in later 
notes these were frequently referred to as ‘Coolies’. After 
1875 the non-Europeans were often classified as ‘Natives’. 
In view of the absence of mental hospitals in the Trans- 
vaal and Orange Free State it is not surprising that a 
number of patients from these territories were admitted. 
They were labelled as ‘Dutchmen’ when from the Trans- 
vaal. One curious entry describes ‘a liberated Zanzibar 
slave aged 13’ admitted in 1883. 


5. DIAGNOSIS 


During the period when the inmates were in Dr. 
Charles Gordon’s care the vast majority of the cases 
received one of two diagnoses, viz. mania or dementia, 
and it is not easy to infer by what criteria these were 
made. On the whole it appears that he tended to label 
the restless, hyperactive, talkative cases as mania and the 
quiet ones as dementia. Occasionally both were combined 
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and a diagnosis of maniacal dementia was made. Mania 
was at times qualified as puerperal mania, violent mania 
and religious mania, while dementia was described as of 
the melancholic, phthisical or senile type. Melancholia 
was a rare diagnosis. An occasional case was labelled 
general paralysis of the insane. One case was described 
as ‘that form of insanity known as partial paralysis’. 
Out of a total of 180 cases described by Dr. Gordon he 
diagnosed 64 as mania and 88 as dementia, while the 
remaining 28 were distributed among the other diagnoses 
already mentioned. 

It is obvious from the symptoms described that both 
among the manias and the dementias were many schizo- 
phrenics: 


‘36. T.G. aged 26 was admitted on 27th January, 1875. For 
three years his relations have observed that he has been restless 
and unsettled; not attending to his business although he did not 
appear to suffer from any bodily malady. He was constantly 
under the impression that the events described in the newspapers 
referred especially to himself; which circumstances greatly troubled 
him and caused an appearance of great melancholy. At the time 
of admission he laboured under many delusions. He believed that 
he had the offer of being the Emperor of the whole of Africa, or 
the King of India, and was greatly troubled in making his selection 
as to which he would accept. 

Diagnosis: Dementia.’ 

“53. Majonda, a tall powerful male native aged about 25 years 
was admitted on 20th October, 1875 suffering from Dementia. 
This inmate was a prisoner in the Central Gaol, Pietermaritzburg, 
where he began, a short time ago to show certain peculiarities 
indicating insanity. When told to do anything he would laugh ina 
silly and vacant manner, and when spoken to would answer by 
entering on a rambling and purposeless conversation. At the same 
time he began to be dirty in his habits, besmearing the walls of his 
cell with porridge etc. He has become quarrelsome in his manner 
without cause and is under the delusion that his head is filled with 
water.” 

*70. C.S.A., aged 27 years. He suffers from Mania. He has a 
sullen, suspicious appearance, and believes that people conspire 
against him. He will not undress himself at night but prefers to 
sleep with his clothes, boots and spurs on. He is a misanthrope 
and hates the sound of human voices and the whole human race. His 
sister stated that he had an idea that Kafirs and others conspired 
against him, and he believed that they affected him by means of 
electricity.” 

“87. H.F., aged about 30 years, was admitted into the Asylum on 
16th April 1877 suffering from religious mania. He is quiet and has 
not had any marked fit of excitement during this day since his 
entry into the Asylum. He considers that he has direct communi- 
cation with the spirit of God and that he may be called to join the 
Wesleyan Ministry. In his excitement and hurry to do so he took 
a horse from the stables of the Royal Hotel, Durban without leave, 
believing that he was justified in doing so. He is under the delusion 
that his wife has committed adultery and that he has to get a divorce 
from her on entering the Ministry. F 
April 25th 1877. Although quiet he seems to have more delusions. 
Today he announces that he had a vision that he has been pro- 
claimed King of the Transvaal.’ 


Mental defectives were at times admitted: 


‘94. T. H. aged 19 years was admitted into the Asylum on 30th 
Aug. 1877. He is an imbecile of filthy and indecent habits and his 
relations are unable to devote the necessary care for his proper 
management. The relations state that his imbecility was the result 
of a fall on his head when 5 years of age. (sic) He is dumb but is 
not entirely devoid of understanding nor of hearing.’ , 

‘180. E.W., a white man about 30 years of age, was admitted 
into the Asylum on 30th July, 1882. This inmate is a born idiot 
and has been very much neglected by his parents. He is speechless 
and repulsive in appearance, and filthy in his habits.’ 


Epilepsy does not appear to have been considered as 4 
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cause of mental disease but as a condition superadded 
to an underlying mental condition. Thus we have diag- 
noses like mania and epilepsy, dementia and epilepsy, 
and epileptic mania. 


After Dr. James Hyslop became full-time Super- 


intendent of the Asylum there was a considerable 
change noticeable in the diagnoses. He apparently did 
not hold with the term ‘dementia’ and this disappeared 
entirely. The majority of his cases were diagnosed as 
either mania or melancholia, while in a considerable 
number he did not venture on a diagnosis but used such 
descriptive terms as ‘great mental depression’, ‘much 
enfeebled in mind’, ‘mental exaltation, excitement and 
enfeeblement of the mind’. On the whole he favoured 
the diagnosis of mania which he gave on 25 occasions as 
compared with 14 of melancholia and 2 of general 
paralysis. Many of these were quite clearly schizophrenia 
€.g.: 


‘221. Sidoi (Native Male) aged about 25 years, admitted to the 
Asylum on the 16th Sep. °83, suffering from Melancholia. This 
patient when admitted was in a depressed condition, said that there 
was no good in replying to my enquiries and kept his eyes fixed on 
the ground refusing to have anything to say. 

Ist. Nov. 83 this boy has had attacks of excitement when he tears 
his clothes, smears himself with his excreta etc.’ 

‘223. M.G. aet 27, unmarried, admitted to the Asylum on the 
23rd Nov. 83 suffering from Melancholia. This patient has been 
weak minded for some time, but latterly became so troublesome 
and took such a dislike to her parents that they were compelled to 
take steps to have her removed to an Asylum. When admitted she 
was suffering from great mental depression, she imagined that 
people were plotting against her and wished to kill her. She 
imagines that she is the wife of a preacher who was formerly in 
Maritzburg, and that she has messages from him. 
24th Nov. 83. She was restless last night, has a poor appetite and is 
very miserable looking. She thinks she can hear her people calling 
out to her from town and wishes to go off to them.’ 

‘215. P.B. aet. about 20 years, single, admitted to the Asylum on 
the 20 June 1883 suffering from Mania. He is at present labouring 
under mental excitement, he imagines that people generally are 
trying to annoy him, he is silly in hig conversation, and gives stupid 
answers to the questions put to him.’ 

‘236. Undabuka (Kafir Male) also called ‘Bafuti’, apparently 
about 20 years of age, admitted into the Asylum on the 28th May 
1884. This man is suffering from mental enfeeblement, is unable to 
converse rationally, is listless and inattentive to what is said to 
him and is most filthy in his person and has a vacant expressionless 
appearance. He talks in a rambling incoherent way when he does 
_ and his answers to questions often have no connection with 


7th June 84. This patient is most filthy in his habits, smears himself 
with his faeces and has a morose or silly appearance, has been put 
to work but is very stupid.” 

‘211. W.R. aet 35, married, admitted on the 12 May 1883 
labouring under Mania (Delusional). It appears that this man has 
been naturally of an irritable and excitable disposition. He is 
stated to have had, when a boy ‘two apoplexy fits’ and suffered from 
‘decline’ till he was 14 years of age. In January last he lost his 
child who was drowned in the Umgeni and this seemed to have 
completely unhinged his mind. He talks about various people 
having to do with the loss of his child, more particularly he blames 
one of the Ministers at the Umgeni and says that he has been put in 
gaol to prevent his bringing this Minister to justice. He has 

ucinations of hearing in a marked degree, e.g. imagines he 
hears his wife call on him and that she is in the building at present 
and follows him about from place to place, has also the idea that 
Yatious attempts have been made to poison him. He has a suspicious 
excitable appearance, seems to think that even the most trivial 
actions of those around him have something to do with him and 
that they are plotting against him.” 


It is interesting to note that Dr. Hyslop was evidently 
familiar with the use of the ophthalmoscope: 
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‘247. His eyesight is very defective he having atrophy of the disc 
in both eyes most marked in the left.’ 


6. TREATMENT 


No specific treatment for the mental condition as such 
was available and only symptomatic treatment was given. 


(a) Sedatives and Hypnotics. The favourites were 
chloral hydrate and potassium bromide. 


‘31. When excitement is high he is allowed } dr. doses of 
Chloral Hydrate at night to give him sleep.” 

‘142. 9th April (1880). On the second night of his admission in 
the Asylum he became maniacal and broke everything he could 
lay his hands on. He was placed in the padded room and there 
managed to tear open the padding and cover the floor with hay. 
Last night he took 30 grains Chloral in Porter and slept well.’ 

‘143. He is very noisy and restless. He is ordered to take a 
Chloral Draught at night for a time.’ 

‘170. 21st. Feb. 1882. She is wild and maniacal. Has been 
ordered a Draught at night of 30 grains of Bromide of Potassium 
and 20 minims of Hemlock Juice. 
22nd. Slept from 6 p.m. last night to 5.30 a.m. and is somewhat 


calmer. ' 

‘181. 17th Aug. 82. Was restless and sleepless last night, is 
apparently very suicidal. Ordered Cannabis Indica and Potassium 
Bromide.’ 


(b) Diarrhoea and Dysentery. These were the most 
serious complications of mental disease and as is shown 
later, caused much ill-health and many deaths. Various 
astringent mixtures were used, often combined with 
wine or brandy. 


‘2. Jan. 12th 1876. Yesterday he was attacked with Diarrhoea 
and on seeing him this morning he was ordered chalk mixture. 

13th Jan. The Diarrhoea continues and the weakness of his 
system is more marked. He was ordered to have 4 oz. of wine, and 
12 minims of laudanum to be added to each dose of chalk mixture. 
14th Jan. 1876. Died this morning at 3 a.m. No post mortem made.’ 

‘19. Owing to gradual wasting and a tendency to Diarrhoea 
she is to take an astringent mixture and two ounces of wine per 
diem.’ 

‘24. 2nd October 1875. This inmate was attacked yesterday by 
Diarrhoea. A mixture containing chalk, opium and chlorodyne was 
prescribed. 

Sth October. This inmate seemed better on 3rd and 4th, but the 
Diarrhoea returned during last night and he died this morning.’ 

‘25 20th May 1882 This inmate has been suffering from Diarr- 
hoea since the 15th and has taken an astringent mixture without 
much effect 
22nd. May. To have European diet and 1 oz. brandy per diem in 
addition to medicine. 
23rd. May 1882. Died this day at 8.30 p.m.’ 

“87. 11th Oct. 1880. This inmate is now suffering from Diarr- 
hoea—ordered opium and chlorodyne draughts during the day and 
Dover’s powder (10 gr.) at night. 

Oct. 14th. The diarrhoea has not abated and therefore was ordered 
as follows: 

R. Mist Cretae oz. vi ss. 

Tinct Catechu dr. vi. 

Tinct Kino dr. iii. 

Tinct Opii. 

Chlorodyne aa dr. i ss. 

soz. to be taken four times a day. 


Diet—Soup, bread, rice, milk, sago or cornflour only. 3 oz. wine 
daily. 

Nov. 26th. No improvement in the Diarrhoea—3 oz. brandy per 
diem substituted for the wine. 

Dec. 6th. There is some improvement—the brandy omitted. 
Dec. 23rd. Is very weak and low—the Diarrhoea has returned. 
Wine (4 oz. per diem) to be continued. 

Dec. 27th. Is weaker and has become very much emaciated and has 
swelling in the lower extremities. 

28th. Dec. 1880. Died at 9 a.m. this day.’ 
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“110. 23rd. Nov. 1878. This inmate has been suffering for two 
or three days from Diarrhoea and now shows signs of passing into 
Dysentery. Has had medicine ordered. 
25th. Ordered pills of Ipecacuana, opium and extract of gentian. 
27th. Cont. pills, sago diet and 3 oz. wine per diem. 
30th Nov. 1878. Has continued to become weaker until this morning 
when she died.’ 

“194. 3lst. Jan. °83. Not improved, ordered Tr. Aconite has 
dysenteric stools. 

2.2.83. No improvement in condition ordered Ipecacuana. 
29th March 83. Died.’ 

*200. April Ist. 86. Has not been quite so well of late and is 
troubled with Dysentery. Has been ordered Tr. Catechu.’ 

‘213. 16th July 1884. Again troubled with diarrhoea-catechu 
affords no relief, ordered Tr. Opii and Ol. Ricini.’ 


(c) Debility. Here the great stand-by was alcohol in 
various forms. 


‘11. Ist. July 1875. He is thin and delicate looking and does not 
eat his food well. He is allowed 4 oz. wine per diem.’ 

“14. 21st. Augt. 1876. Owing to an attack of influenza this 
inmate is suffering severely from bronchial symptoms and deficient 
aerification of the blood. Pulse weak and face bluish in appearance. 
Was ordered oz. iii Sp. V. Gall. per diem and a stimulant ex- 
pectorant mixture. 

“15. This inmate has gradually become debilitated and weak. 
On 20th October 1876 he was ordered European diet and an 
allowance of 4 oz. wine daily.’ 

*38. Ist October 1875. During the last 3 months this inmate has 
continued to get weaker and weaker until he is now unable to walk 
withoypt personal assistance. He has loss of appetite and difficulty 
in swallowing and looks more than usually haggard and weak. 
Anasarca has appeared in the legs and extends up to his knees. 
Takes 4 oz. wine and is ordered to have good soup twice a day in 
addition to his other diet. 
6th Oct. To be allowed a pint of Porter in addition to his present 


diet.’ 

‘45. 24th Sept. 1877. Her appetite is capricious and sometimes 
she refuses food altogether. She is ordered 1 pint Porter every 
day and 40 drops of Tincture of Perchloride of Iron.’ 


(d) Various Conditions 


Coma. ‘60. May 8th. 1876. Suddenly at midday he was found 
to be getting into a comatose state. A little wine was given to him 
which he swallowed with difficulty. He died at 1 p.m.’ 

Piles. *61. 14th Dec. 1875. Also had Ung. Gallae as he com- 
plains of Piles.’ 

Anaemia. ‘68. May 26th 1878. During the last month signs of 
Anaemia and Anasarca appeared and she took a tonic mixture of 
Iron and Quinine but without any good result.’ 

Tube Feeding.* ‘81. 26th Jan. 1877. He is suicidal and wishes 
to bring about his death by starvation. He persists in refusing food 
and has to be fed through an oesophagus tube three times a day. 
He is ordered to have beef tea, eggs and wine given to him by 
means of an oesophagus tube three times a day.’ 

*170. 21st. Febry. 1882. She seems very much emaciated and will 
not take her food. Ordered to be fed through the oesophagus tube 
with a pint of beef tea and an egg beaten in it, morning, noon and 
night.” 

Bed Sores. ‘146. 24th August 1880. Bedsores are beginning to 
appear on his back. Resinous ointment dressing for the part 
affected.” 

Epilepsy. *3. July 1st. 1875. This inmate is subject to frequent 
attacks of Epilepsy. He has undergone a course of Bromide of 
Potassium treatment with the effect of lessening the number of the 
attacks but is powerless to remove them.’ 

*4. Ist. July 1875. This inmate is an epileptic with complete loss of 
the mental faculties. The use of one half drachm doses of Bromide 
of Potassium has the effect, when given once every 24 hours, of 
lessening the number of the attacks of Epilepsy. In addition to 
his ordinary food he is allowed 2 oz. wine per diem.’ 

Syphilitic Psoriasis. ‘213. 30 Oct. 1883. She has been suffering 


* The stomach tube was called an ‘oesophagus tube’ for many 
years and also a ‘stomach pump tube.” 
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from Syphilitic Psoriasis over the whole of her body. Ordered 
Lig. Arsenicalis.’ 

Neuralgia. ‘215. 2 Aug. 1883. Has been troubled with neuralgia. 
Ordered Lin. Saponis ¢ Opii.’ 

Constipation. ‘192. 8th Nov. 1882. Bowels cause considerable 


‘trouble. 


16th. After several enemata passed an immense quantity of faeces 
which seemed to give her considerable relief. 

18th. Not quite so well, tenderness over abdomen, ordered turpen- 
tine stupe to be applied. 

19th. Died, having collapsed suddenly. From a post-mortem of 
the abdomen death was ascertained to have been due to peritonitis 
of considerable standing.’ 


7. OUTCOME 
The results achieved have been tabulated below: 


Discharged Still Detain- 


Year No. Discharged Not Improv- ed at time of Died 




















Admitted Recovered ed or Out- Last Note 
come 
Unknown 

1864 2 = 2 
1867 1 — — _— 1 
1868 l — — ans 1 
1869 2 — — ] 1 
1870 4 — I 3 pas 
1871 l — — 1 = 
1872 6 1 l 2 2 
1873 s — wn 1 7 
1874 10 oie an 5 5 
1875 27 7 5 3 12 
1876 17 6 2 3 6 
1877 20 6 1 5 8 
1878 16 2 4 4 6 
1879 17 3 s 2 4 
1880 16 7 4 2 3 
1881 11 9 1 1 —_ 
1882 29 7 3 12 7 
1883 34 11 2 10 ll 
1884 23 7 5 8 3 

Total 245 66 * 37 63 79 

Percentage 

of admis- 

sions 100 27 15 25 32 


These figures may be compared with those for the 
Union for 1952.4 The discharge rate then was 71-5% 
of admissions for Europeans and 60-2 °% for other races. 
In the table just given (col. 2+Col. 3.) which is for all 
races, the figure is 42%. 

The recovery rate for Europeans in 1952 was 15-9% 
and for other races 24-20%. In the Natal asylum it was 
27% for all races. The two sets of figures are not strictly 
comparable however, as the 1952 figure is for a single 
year while the Natal figure is the average for a 21-year 
period. It does however raise the question of how valuable 
modern methods of treatment really are. Of all admis- 
sions 57% never left the Natal asylum again while 32% 
died. While the records began in 1864 it was not until 
1872 that a patient was admitted who was eventually 
discharged recovered. 

The death-rate was considered very high at the time 
and Dr. Hyslop made frequent references to it in the 
annual reports. It was particularly high among the non- 
Europeans, and he attributed it to overcrowding. When 
a new non-European section was opened in 1905 there 
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was striking fall in the death rate within a short time. 
The total deaths during the period under consideration 
were 79 and they may be classified as follows in the 
terms used in the records. 


N 


Debility or General debility. . 

Diarrhoea or Dysentery 

Epilepsy and other seizures 

General paralysis of the insane... as 
Unnatural deaths (accidents and injuries etc.) 
Brain softening Bs Se oF Ks 
Diseases of the respiratory system . . 
Pulmonary tuberculosis Se 

Various other causes 


UN wBWEADAW 


N 


Total 


IS | 


A post mortem was stated to have been made in 12 of 
these cases. 


8. HOSPITAL LIFE ETC. 


Occupation. There are constant references to work 
done by patients throughout the notes and great pains 
were taken to put patients to work. There was no 
‘occupational therapy’ in the modern sense, all the work 
done being of a domestic nature or in the grounds etc. 
The patients worked singly or in working parties, and 
reference is made to ward work, work in the kitchen, 
grounds and gardens, and tree planting. Sewing was 
done both by men and women patients. 


Dr. Hyslop was a particularly strong believer in the 
virtues of work in the treatment of mental disease and on 
one occasion he recorded: 


‘176. 29 Oct. 1884. This patient has commenced work in the 
garden after having been carried to it for several days and when he 
was carried he sat down and would not work. After about a week 
however he began to do a little and gradually improved.” 


‘245. 19 Sep. 1884. This patient is most filthy in his habits 
smears himself with his faeces and tears up his clothes. Has been 
taken out with the working party but refuses to do any work and 
when pressed gets obstinate and lies down and screams as if he 
were being murdered.” 


It appears that the patients were given considerable 
freedom of choice of occupation. One doubts if the 
whims of the following case would be tolerated nowadays. 


‘206. Ist. Jan. 1884. She cooks for herself all day and makes 
some repulsive-looking mixtures of her food with herbs etc.’ 


Recreation. Various forms of recreation are mentioned 
at times, but what is striking is the absence of any out- 
door games or sports; in fact these were only organized 
4 good many years after the period under consideration. 
There were however some facilities for indoor recreation 
—a recreation room where patients played cards, the 
_ to play music (?piano), a reading room and a 

pel. 


Discipline. Restraint was used fairly frequently. 
Handcuffs are mentioned as being used for violent or 
threatening patients, and also hand shackles. Seclusion 
Ma single room was also used, and so was a padded 
foom for violent patients. Occasionally a patient was 
deprived of his tobacco for misbehaving. On the other 
hand trusted patients were granted parole in the grounds. 
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Escapes occurred with considerable frequency, and 
the Natives appeared to find it particularly easy to get 
away. One of these who had already escaped twice 
previously ‘last night managed to make his escape by 
burning part of the door with rags and so removing the 
bolt’ (29th March 1882). He was later recaptured at 
Newcastle. 


Malingering was an occasional cause of concern to 
the doctors. Thus one of Dr. Ward’s notes states: 


‘No. 137 C. Transferred on Nov. 25th from Central Gaol. For 
the voluminous correspondence concerning this man and the 
evidence as to his shamming reference must be made to the Colonial 
Office.” 


On another occasion Dr. Hyslop took a rather 
drastic step with a possible malingerer. 


“189. W.J. a miner. Admitted on the 31st. Jan. 1883. As he had 
been before the magistrate under a charge of horse-stealing I 
suspected that possibly he might be malingering. I suddenly and 
without his being able to see what I was about to do, put a pin 
right through from the back to the palm of his hand without him 
showing any signs of pain or making the slightest attempt at 
withdrawing his hand.’ 

An embarrassing incident: ‘121. R.S. 26 March 1887. This 
patient was discovered to have become pregnant and the facts 
reported. 

29 June. This patient was delivered of a male child, the child was 
dark for a European. 

7 Jan. 1889. The male child became much darker after a time, the 
hair, before its death. indicating it to have been half-cast (sic)’. 


9. OTHER DOCTORS OF THE PERIOD 


There are a number of references to other doctors in 
practice at the time. 


“69. Adm. 11.5.76. 
When examined by Dr. Greene at Estcourt on 15th March he was 
said to have been incoherent and unable to fix his attention on 
any one point of conversation.’ 

‘123. W.H. 88th. Regt. Certd. by F. W. Apthorp and S. H. 
Garland.’ Evidently military doctors. 

‘127. Captain W. Ad mitted on 18th July 1879. (Allen & Scott).’ 

‘144. S.L. a Native of St. Helena aged 34 years was admitted into 
the Asylum on 25 April 1880. Medical certificates supplied by Dr. 
Addison & Bonnar of Durban.” 

‘191. L.V. (Dutchman) from Pretoria aet 52, married, was ad- 
mitted to the Asylum on the 26th Oct. 1882. 
4th Nov. 1882. Dr. Crow of Pretoria with whom J communicated 
informed me that about 18 months ago he began to be very absent in 
manner and that he was at times unable to articulate properly. 
A few weeks before admission to the Asylum he began to write 
lots of ‘Bank noten’ and used to hand them about to his friends. 
These ‘bank noten’ were pieces of dirty paper with unintelligible 
writing on them in which large amounts of money figured pretty 
largely. Diagnosis: G.P.I.’ 


I am grateful to Dr. I. R. Vermooten, Commissioner for Mental 
Hygiene, for permission to publish this paper. 
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SOME OBSERVATIONS ON AMOEBIASIS IN THE COLOURED POPULATION 
OF DURBAN 


L. C. Isaacson, B.Sc., M.B., CH.B. (CAPE Town) 
Medical Registrar, Addington Hospital, Durban 


Durban has long been known as a hotbed of amoebic 
disease. What, however, has perhaps escaped general 
recognition is the marked variation in the severity of the 
disease amongst the different races locally resident. 
While the Native goes down in his thousands to ful- 
minating amoebic dysentery and hepatitis, the European 
by comparison bears a charmed life. Where he falls ill 
at all, the disease is usually mild. Between these two 
extremes, is the intermediate picture of amoebiasis in 
the Coloured—seldom fatal yet frequently temporarily 
disabling; very common yet responding rapidly to 
treatment. In an attempt to throw into relief some of 
the highlights of this latter picture, a study was made of 
all cases of amoebiasis admitted to the Coloured wards 
of Addington Hospital over a period of 6 months. 


RESULTS OF STUDY 
The results of this study may be summarized as follows: 


Statistics 


1. Over the 6 months January to June 1955, 24 cases of 
amoebic dysentery and 11 cases of hepatic amoebiasis 
were admitted to the Coloured wards. During this period 
the total intake of patients (medical cases only) was 
about 300. That is, about | case in 10 was of amoebiasis. 


2. In this same period, in corresponding European 
male and female medical wards, with about the same total 
intake, only 2 cases of amoebic dysentery were seen; 
these were both very mild clinically. 


3. Sex incidence: of dysentery, 19 male to 5 female; 
of hepatic amoebiasis, 11 male to 0 female. This is the 
usual well-recognized male preponderance. 


4. Concomitant dysentery and ‘hepatitis’: In 7 of 
the 11 cases of hepatic amoebiasis amoebic dysentery 
was present too. 


Clinical Course 


1. Dysentery cases: usually mildly ill. Of the 24 cases, 
14 were apyrexial throughout despite macroscopic blood 
and mucus in the stools. Of the remaining 10 cases all 
but 2 were apyrexial within 2 days of starting treatment. 


2. Hepatic amoebiasis: generally, all appeared ill and 
‘toxic’. Eight of the 11 cases had temperatures of 
101-102°F. In most cases the pyrexia resolved after 
4 or 5 days’ treatment. 


Electrocardiograms 


ECGs were taken before, and immediately after, the 
administration of emetine, 1 gr. daily for 10 days. All 
were normal initially except one with left bundle branch 
block. Of a total of 32 such ECGs, 29 showed flattened 
or inverted T waves after emetine. Three showed no 


change. The left bundle branch block remained un- 
affected, otherwise than for minor T-wave changes. 


Liver 


1. The liver function tests applied were the following: 
Direct and indirect van den Bergh, serum bilirubin, 
alkaline phosphatase, zinc turbidity, cephalin cholesterol, 
colloidal gold, serum proteins (albumin and globulin). 

(a) Of amoebic dysentery 16 cases were tested, of 
which 8 showed minor abnormalities (Table I). 


TABLE I. CASES OF AMOEBIC DYSENTERY 


Zinc Serum Cephalin 

Case Bilirubin Tur- Pro- Albumin Globulin  Choles- 

o bidity teins terol 

1 1-2 

2 4-3 

3 5-56 2-16 3-40 

4 6 

5 4-5 

6* 10 7:75 3-45 4-30 

7 4:3 

8 8 7-10 2-97 4-13 


* An alcoholic with gross pellagra. 


(6) Of hepatic amoebiasis all 11 cases were tested, 
of which 8 showed abnormalities (Table II). 


TABLE Il. CASES OF HEPATIC AMOEBIASIS 


Zinc Alkaline Col- Serum 

Case Bilirubin Tur- Phos- loidal Pro- Albumin Globulin 
No. bidity phatase Gold _ teins 

1 9 6-80 3-29 3-51 
2 8 6-79 2-76 4-03 
3 7 

4 4:5 

5 6-90 3-19 3-71 
6 14 5-73 2-86 2-87 
7 5-7 2:4 3-3 
8* 11-7 8 41 5 5-34 2-66 2-68 


* Diagnosed initially as infective hepatitis. Only 24 hours 
before death was the correct diagnosis made. At autopsy almost 
the whole liver was found to have been replaced by an amoebic 
abscess. 


Figures and tests not shown in the tables were within 
normal limits. 

2. Aspiration of the liver produced ‘anchovy-sauce’ 
pus in 5 of the 11 cases of hepatic amoebiasis. 

3. Liver biopsies were performed in both dysenteric 
and hepatic cases: 

(a) Twelve cases of dysentery, in which clinically 
there was no reason to suspect ‘hepatitis’, were subjected 
to liver biopsy. Of these, 5 cases were reported as showing 
‘increase in iron pigment with moderate portal round-cell 
infiltration’. In one other case a bilharzial egg was seen. 
In the remaining 6 cases, nothing abnormal was found. 
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(b) Nine cases of hepatic amoebiasis were subjected 
to liver biopsy. Of these, 5 showed ‘mild periportal 
round-cell infiltration and some eosinophils. Some 
increase in iron pigment.” One case showed ‘marked 
oedema of portal tract with cellular infiltrate of round 
cells, many eosinophils and foci of neutrophils’; this 
from a case of proven liver abscess. Another case showed 
‘ocalized inflammatory process with liver-cell necrosis, 
leucocytic infiltration, and fibroblast proliferation; 
changes consistent with the edge of an abscess. No 
amoebae seen’. This case did not yield pus on needling 
of the liver. The remaining 2 cases showed no abnorm- 
ality on biopsy. In the one fatal case of the series, in 
whom autopsy revealed almost the entire liver to be 
replaced by pus, the liver biopsy report read, ‘Mild 
periportal round-cell infiltration’. 


DISCUSSION 


A few points of theoretical and practical importance 
emerged from this study. 

The general impression of a common, disabling yet 
seldom fatal, and easily treated disease, was confirmed. 
The Addington Hospital is the only large local hospital 
for Coloured and European patients. Consequently 
direct comparison of numbers of cases of amoebiasis, 
for a given number of patients, in each racial group, 
becomes significant. Craig’ has stated that ‘it is the 
consensus of opinion of observers in the tropics, that 
natives seem to suffer less with clinical manifestations of 
the disease than individuals of the white race in those 
areas’; and he goes on to postulate partial immunity 
to the parasite, acquired from constant reinfections since 
childhood. Others? have agreed with this. De Bakey and 
Oschner,* however, found no difference in racial incidence. 
In Durban the incidence of amoebiasis in the Native is 
notorious; this study shows further that the disease is 
far commoner in the Coloured (one hospital patient out 
of 10 has amoebiasis) than in the European (in whom 
only 2 cises were seen amongst 300 patients). 

At Addington most cases of amoebic dysentery are 
treated with emetine, | gr. daily for 10 days, in conjunc- 
tion with Diodoquin, chloroquine and an antibiotic, 
usually Terramycin. In the present series electrocardio- 
grams were taken in 32 cases, both before and after 10 gr. 
ofemetine. In 29 of these 32 cases, marked ECG changes 
were present by the 10th day. This finding is at variance 
with the experience of others. Thus Gutch* reports that 
after 10 gr. of emetine only 13 of 35 patients showed 
ECG changes. Zuckerbrod and Litwins® noted no 
changes in their 3 cases. It is not known why so much 
higher a percentage of our cases developed abnormal 
tracings. If one may speculate for a moment, there is 
perhaps a tie-up here with the not infrequent cases of 
congestive cardiac failure, of undetermined aetiology, 
seen in the Coloured. 

Despite the almost constantly induced ECG abnorm- 
alities, and the very free use made of emetine, sudden 
death or myocardial failure while under treatment is 
unheard of here—certainly during the past several years. 
Zuckerbrod and Litwins,> however, commenting on 
emetine toxicity, recommend twice-daily determinations 
of blood pressure, and alternate-day electrocardiograms. 


Should any change appear in the ECG, they stop emetine 
immediately. In view of past experience, and the very 
high incidence of ECG changes, the only precaution 
taken here is to confine the patients to bed. Repeated 
blood-pressure determinations and ECG tracings are 
not done in the absence of clinical evidence of heart 
disease. 

Amoebic hepatitis—as distinct from amoebic liver- 
abscess—is a diagnosis much beloved by local practi- 
tioners. The picture is one of a (usually) middle-aged 
male who complains of pain below the lower right ribs. 
Examination reveals some tenderness, often best elicited 
by a light punch over the liver. Non-essentials for the 
diagnosis, but often present, are: a history of previous 
or concomitant diarrhoea; pain in the right shoulder; 
right-sided pleuritic pain; fine crepitations heard at the 
right base, often only in front; a rise in, and immobility 
of, the right side of the diaphragm, detected sometimes 
clinically, more often radiologically; a right basal 
effusion; fever and a polymorphonuclear leucocytosis. 
Trophozoites or cysts of Entamoeba histolytica may or 
may not be found in the stools. The differentiation from 
an actual abscess is only that the case usually appears 
less ill, and that needling of the liver fails to produce pus. 
Put to bed and given emetine or chloroquine, these 
patients rapidly return to normal. 

While in the more severely ill the differentiation 
between hepatitis and actual abscess becomes academic, 
milder cases present a problem. As understood here, the 
only essentials to the diagnosis of amoebic hepatitis, 
are an ill patient and a tender liver—a coincidence which 
may occur not infrequently and from a variety of causes. 
Irritated by the facility with which this diagnosis is often 
made, and piqued by the observation that the occasional 
case responded as quickly to bed rest alone as to active 
treatment, one awaited the results of the aspiration liver- 
biopsies with particular interest. 

In the ‘literature’ varying pathological descriptions 
were found, each described as specific for amoebic 
hepatitis. Thus Sir Leonard Rogers,* in a classical paper, 
described ‘presuppurative amoebic hepatitis’, in which he 
envisages a few amoebae reaching the liver from slight 
or latent amoebic colitis, becoming entangled in blood 
clot in the small interlobular veins, and so causing acute 
congestion of the liver. He differentiates this phase 
sharply from that of amoebic liver-abscess. More recent 
authors* are content to include within the diagnosis of 
hepatitis, single or multiple liver-abscesses, too small 
for the presence of pus to be detected clinically. Thus 
Sherlock? describes the liver, in amoebic hepatitis, as 
‘presenting a moth-eaten appearance in which necrotic 
areas are surrounded by zones of congestion’. Classically, 
trophozoites of E. histolytica are found in the cytolysed 
areas. These small lesions may heal by connective-tissue 
replacement, in which case focal areas of scar tissue will 
be found scattered throughout the liver. In chronic 
amoebic hepatitis, Palmer’ describes increased portal 
connective-tissue, often with a noticeable increase in 
lymphocytes and monocytes in the portal tracts. 

Aspiration liver-biopsies were performed on 12 cases 
of proven amoebic dysentery in which there was no 
reason to suspect the presence of ‘hepatitis’, in 5 cases 
of amoebic liver-abscess proven by the aspiration of 
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‘anchovy-sauce’ pus; and in 4 cases of classical amoebic 
hepatitis. In only one case of hepatitis did the biopsy 
yield anything other than ‘mild periportal round-cell 
infiltration’. In this single case changes consistent with 
the edge of an abscess were seen, but amoebae were 
absent. One other biopsy, in a case of abscess, showed 
oedema and cellular infiltration of the portal tract. In 
none of the cases of dysentery, nor in the remaining 
7 cases of hepatic amoebiasis, were any significant 
changes present. It is of interest that in the one fatality 
of the series, in which at autopsy almost the entire liver 
was found to have been replaced by pus, the biopsy 
report read only ‘mild peri-portal round-cell infiltration’. 
At post-mortem examination the track left by the biopsy 
needle was seen to be within an inch of the abscess. 

On the whole, then, aspiration liver biopsy proved a 
sore disappointment as an aid in the positive diagnosis 
of amoebic hepatitis. 

Liver function tests were performed in 16 cases of 
dysentery, and 11 cases of hepatic amoebiasis. As can 
be seen in the tables, the incidence of abnormalities 
found was greater in the latter, but the changes noted 
were not marked enough to be helpful. The one case 
showing marked biochemical aberration was the fatality 
referred to above. Reports of liver function tests in 
hepatic amoebiasis are few*:* but the consensus of 
opinion is that, while they often show slight impairment, 
they are not worth doing. This is in accord with our 
experience. 

Sigmoidoscopy and rectal biopsy were also performed 
on all cases of hepatic amoebiasis, as on all cases of 
dysentery. In the absence of clinical dysentery, however, 
no help was forthcoming here either in the positive diag- 
nosis of amoebic hepatitis. 

It will be seen then that the diagnosis of amoebic 
hepatitis remains a clinical one, the differentiation from 
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amoebic abscess, on the one hand, residing only in the 
fact that pus cannot be demonstrated; and from the 
other causes of a tender liver, on the other hand, in the 
different history clinical course. 


SUMMARY 


1. Attention is drawn to the high incidence of amoebia- 
sis in the Coloured population of Durban. This is in 
contrast to the relative immunity in the European. 

2. Aspiration liver-biopsy and liver function tests 
were found to be of little value in the positive diagnosis 
of amoebic hepatitis. 

3. The frequency and nature of electrocardiographic 
changes following the administration of emetine, are 
briefly reviewed. 


This study was initiated by Dr. Nathan Smith, Honorary Physi- 
cian to the Coloured Wards, Addington Hospital, whose enthusiasm 
was a stimulus to us all. Thanks are due to Dr. H. Lombard, 
Dr. L. Woolfson, and Dr. D. Pittaway, for their active cooperation; 
and to Dr. J. C. Thomas, Senior Pathologist, Provincial Laboratory 
Service, and Dr. G. G. Roach, Pathologist, King Edward VIII 
Hospital, for the reports on the liver biopsies. 
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Met hierdie probleem is baie mense gemoeid, en behalwe 
sielkundiges en ouers, het baie geneeshere ook hul eie 
opinies oor die aangeleentheid. Vir die geneesheer in 
bevel van ’n hospitaal is die kindersale soms ’n baie groot 
bekommernis, en sulke sake soos aansteeklike siektes, 
besoekers, broeikaste, ontevrede ouers, ongelukke in 
die afdeling, kwarantyn, of ’n onderbreking in die 
elektriese stroom, om maar ‘n paar te noem, gee hom 
grys hare. 
Opname 

Die eerste moeilikheid begin reeds by opname. 
Wanneer is ’n kind eintlik ‘n kind? Die vraag is nie 
moeilik as *n baba opgeneem moet word nie, maar as ’n 
uitgegroeide dogter van 11 jaar kom, en aan die ander- 


*'n Referaat gelewer tydens die Suid-Afrikaanse Mediese 
Kongres, Pretoria, Oktober 1955. 


kant ’n tingerige kleintjie van 14 jaar, is dit werklik 
moeilik om te weet wie die kind is. 

Om ’n algemene reél neer te 1é is byna onmoontlik. 
Die meeste hospitale het *n vasgestelde ouderdom, in 
die meeste gevalle 12 jaar, waar ’n duidelike streep 
getrek word. Fisiologies behoort die skeiding die 
puberteitsjare te wees en geen vaste ouderdom kan 
neergelé word nie; dit wissel van 11 tot 14 jaar of soms 
ouer. Pediaters, met wie ek die saak bespreek het, wil 
hé dat alle kinders onder 15 jaar na die kinderafdelings 
gaan, met die uitsondering dat, as hul die puberteit voor 
15 bereik, hulle na volwasse-afdelings gaan. Met ander 
woorde, as ’n dogter teen 11 jaar menstrueer, of as die 
seun se stem gebreek is, sal hul ouer as 15 jaar gereken 
word en so ingedeel word. Ek het al gewonder of dit 
so ’n sonde is om alle kinders onder 15 na die kinder- 
afdeling te stuur, natuurlik mits seuns en dogters 
die afdeling geskei is. 








24 Mz 


Indelin 


In d 
indelin 
Die ho 
oral, e 
verdee 
keelhe 
in grot 
te wee 
septies 
en OO§ 
en chit 
verder 
ek as | 

In el 

of verde 
5 jaar, 
genoen 
onder | 
en behz 
afdelin; 
baie be 
hanteer 
verplee; 
doen. ' 
babasas 
Die Bor 

Hier« 
net ’n p 

Isola: 
helfte 
As daa: 
wees, 
direk in 
14 dae | 
die ver: 
Elke ho 
moet v: 
genoeg 
gevalle 1 
kan disk 
en verpl 

Sykar 
2 dubbe 
kan wo 
wees va 
bly, en 
toegelaa 

Isolas: 
hospitaa 
sodat as 
nan ise 
die afde 
Pasiént j 
altyd da; 

Moed 
kamers 


nodig d: 
Moet ver 
wees, 
Speels 
TUM Sp 





Sts 
SIS 


hic 


ySi- 
ism 
ard, 
on; 
ory 
Vill 


t of 


lem. 


ath., 


led., 


‘klik 


tlik. 
1, in 
reep 
die 
kan 
oms 
, wil 
lings 
voor 
nder 
s die 
eken 
if dit 
ader- 
rs in 


24 Maart 1956 


Indeling van Pasiénte 


In die meeste hospitale word daar een of ander soort 
indeling gemaak volgens die grootte van die hospitaal. 
Die hoofafdelings, chirurgies en geneeskundig, vind mens 
oral, en in groter hospitale word dit nog verder onder- 
verdeel in ortopedies akuut en kronies, oor-, neus- en 
keelheelkundig, of oogheelkundig. Ek reken dat daar 
in groter hospitale ten minste 4 duidelike indelings behoort 
te wees nl. (1) geneeskunde, (2) septiese of potensiéel 
septiese afdeling, (3) ‘n akute chirurgiese, ortopediese 
en oogafdeling, en verder (4) ’n kroniese ortopediese 
en chirurgiese afdeling. Op hierdie basis kan hulle nog 
verder ingedeel word, maar die 4 bogenoemdes beskou 
ek as basies. 

In elk van bogenoemde 4 moet die afdeling verder in 
# verdeel word, naamlik vir seuns bo 5 jaar, dogters bo 
§ jaar, en kinders en babas onder 5 jaar. In die laas- 
genoemde gedeelte moet daar voorsiening wees vir babas 
onder 18 maande, en die groteres onder 5 jaar, maar bo 
en behalwe al hierdie indelings moet ’n spesiale kamer of 
afdeling vir vroeggebore babas opsy gesit word—en dis 
baie belangrik. Die grootte daarvan hang af van hoeveel 
hanteer word, maar in elk geval behoort daar spesiale 
verpleegsters vir die afdeling te wees wat nét daar diens 
doen. Vir beheer mag dit miskien aan die geneeskundige 
babasaal verbonde wees. 


Die Bou en Konstruksie van Kinderafdelings 


Hieroor kan seker baie gepraat word maar ek noem 
net ’n paar opvallende sake wat my altyd tref. 

Isolasiehokkies. in elke kinderafdeling behoort die 
helfte van die afdelingbeddens in hokkies te wees. 
As daar bv. 20 beddens is moet 10 in hokkies geplaas 
wees. So ’n hokkie is nie ’n sykamer nie. Geen kind mag 
direk in ’n afdeling opgeneem word nie, maar moet vir 
14 dae in die hokkie geisoleer word om die gevaar van 
die verspreiding van aansteeklike siektes te voorkom. 
Elke hokkie moet met ’n bed of wiegie voorsien wees en 
moet van voor met glas toegemaak wees, met ruimte 
genoeg vir die bed en ’n stoel en bedtafel. In sekere 
gevalle moet die isolasie baie streng wees, maar met ander 
kan diskresie gebruik word. Dit moet aan die geneesheer 
en verpleegster oorgelaat word. 

Sykamers. Elke afdeling moet minstens 2 enkel- en 
2 dubbel-sykamers hé waarin baie siek pasiénte geplaas 
kan word. Die dubbel-sykamers moet ter beskikking 
wees van kinders wie se moeders by hulle wil of moet 
bly, en dit moet die enigste plek wees waar moeders 
toegelaat word om by kinders te slaap. 

Isolasie-kamer. Hierdie sykamer moet érens in die 
hospitaal, en nie in die kinderafdeling nie, ingerig word, 
sodat as daar enigiets aansteekliks kom wat nie dadelik 
na ’n isolasichospitaal oorgeplaas kan word nie, dit uit 
die afdeling geneem kan word, want solank as die 
pasiént in die afdeling bly is die gevaar vir kruisinfeksie 
altyd daar. 

Moederkamers. Dit is nodig dat daar érens ’n paar 

ers Vir moeders ingerig word, want dikwels is dit 
nodig dat die moeder as ’n loseerder by die hospitaal 
verkeer. Dit moet liefs weg van die kinderafdeling 


Speelstoep. Dit is noodsaaklik dat elke afdeling van ’n 
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speletjies en tydverdrywe daarop. Die stoep moet so 
gebou wees dat die vensters op winderige dae toegemaak 
kan word. As die uitsig mooi kan wees met tuine en 
bome, soveel te beter. 


Voeding- of Melkkombuis. Hierdie noodsaaklike 
vertrék word dikwels oor die hoof gesien in die baba- 
afdelings. Dis so belangrik dat dit gemaak moet word 
as dit nie bestaan nie. Chirurgiese steriliteit moet hier 
bewaar word soos in ’n teater, want die melk, kos en 
bottels van die babas word hier hanteer. Die verpleegsters 
moet hier altyd ’n oorjas en masker dra. Dit moet 
voorsien wees van ’n bottelsterilisator, °n stoof, ’n 
wasplek, yskas, en die nodige rakke. In die meeste 
afdelings is dit wel moontlik om dit apart van die 
afdelingskombuis in te rig. 


Administrasie 


Ek glo dat mens ’n hele lesing net oor die administrasie 
kan gee, maar weer noem ek net ’n paar uitstaande 
dinge waarmee ons elke dag te doen kry. 


Ouers. WHulle kan soms baie behulpsaam wees om 
kinders gerus te stel, en ook in ander opsigte, maar 
daarteenoor kan ouers baie lastig wees. Dis nie nodig 
dat ek uitwei oor die sielkundige aspek wat hierdie 
agtergrond vorm nie, want elke persoon wat eerlik met 
homself wil wees sal dit verstaan. My ondervinding van 
kinders is dat hulle baie gou vir die verpleegsters lief 
word en hoe gouer die ouer hom heeltemal onttrek en 
die kind heeltemal aan die staf oorlaat, des te beter. Hoe 
goed ouers ook al mag wees, bly hulle tog maar leke en 
dis juis die liefde vir die kind wat soms die moeilikheid 
veroorsaak. Daar is seker baie ander aspekte van hierdie 
saak en baie mense sal met my oor die saak verskil. 


Besoekers. Die vraag of hulle by kinderafdelings 
toegelaat moet word is dikwels bespreek en hieroor is 
daar hemelsbreé meningsverskil, maar ek glo dat ouers 
eenmaal per dag toegelaat moet word vir omtrent ’n 
halfuur, maar dit moet baie streng tot ouers beperk wees; 
geen ander kinders of vreemdelinge moet ingelaat word 
nie. 

Kwarantyn. Die verantwoordelike instansies sal soms 
geroep word om kwarantynmaatreéls toe te pas en 
diskresie is hier uiters nodig. By sekere gevalle moet 
mens baie streng wees, want dit betaal op die ou end. 
Daar is ongelukkig nie tyd om oor elke siekte te praat nie. 
Vir my is kinkhoes in ’n ortopediese afdeling egter altyd 
die nagmerrie, maar met ’n vasberade houding en ’n 
intelligente staf is dit egter gou op ’n ent. Dis belangrik 
dat elke moontlike aansteeklike toestand onmiddellik 
uit die saal geneem en geisoleer word. 


Wetlike Aspekte 


Sulke sake soos brandplekke met warmwatersakke, 
die val uit ’n bababed, beserings met speelgoed ens. kom 
gedurig voor en daar moet gedurig gewaak word teen 
nalatigheid. Dit is goed om elke nou en dan somaar op 
die personeel toe te sak sodat hulle nie té gerus word nie, 
en die gevare moet hulle voor o€ gehou word. Die reél 
dat die ouer of voogd vir operasie moet teken word 
orals toegepas, maar gevalle waar herhaalde narkose 
toegedien word vir dieselfde kwaal lewer soms moeilik- 
heid op as die ouers ver is. Ek laat die ouer in elk geval 
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elke maal teken of ’n telegram stuur, want die ouer moet 
tog bewus wees van die ingryp. 


Verpleging 


Die verpleging van elke kind in ’n hokkie moet as 
potensieel aansteeklik beskou word. Met die leerling- 
verpleegsters is dit soms baie moeilik as. hulle nog self 
vir baie van die siektes vatbaar is, en daardeur beland 
mens soms in die moeilikheid. 

Die vraag word dikwels gestel of seuns en dogters 
apart verpleeg moet word. Al die outoriteite, sielkundiges 
en pediaters stem heelhartig saam dat hulle bé 5 jaar 
apart moet wees. Dié feit word dikwels uit die oog 
verloor en waar nuwe kinderhospitale beplan word, 
moet dit in ag geneem word. 

Die verpleging van vroeggebore babas word baie 
bespreek en as daar nie ’n spesiale kamer vir hul ingerig 
is met verwarming, vogtigheid ens. nie, is die gewone 
broeikaste nog die beste. Dis egter moontlik om ’n 
doeltreffende kamer in te rig met die nodige warmte 
en vogreéling en wiegies. °n Deurskynende dak van 
perspex oor die wiegie kan gebruik word waar suurstof 
nodig is. Moedermelk is noodsaaklik vir die babas en 
die hospitaal moet voorsiening maak vir die moeders. 
Vir die eerste 10 dae is hulle nie loseerders nie, en moet 
hulle Of in die ginekologiese afdeling Of elders in die 
hospitaal bly. 

In oorsese lande word baie van /eke oppassers en 
speeldames gebruik gemaak maar ek glo nie dat dit 
reeds in Suid-Afrika byval gevind het nie. Baie dames is 
van nature lief vir kinders en as hulle leer om hospitaal- 
roetine te verstaan, kan hulle nogal van nut wees, veral 
in die babasaal. Hulle is gewoonlik vrywillig en bied hul 
dienste graag aan. Hulle speel met die kinders, hou hul 
besig en help met die voeding en skconmaak. Dit kan 
van groot hulp wees veral waar ’n klomp babas versorg 
moet word. Die baba het baie sorg nodig as die afdeling 
skoon en gelukkig wil wees. 


Apparaat 


Elke afdeling moet van suurstoftente voorsien wees, 
waarvan baie verskillende tipes op die mark is. Die 
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meeste van hul is baie doeltreffend en eenvoudig. Elke 
nuwe hospitaal moet van stoomsuiging voorsien wees en 
die suurstof behoort aangelé te wees. Dit kan, en ek wil 
amper sé behoort in elke afdeling aangebring te word. 
Elektriese pompe en suurstofsilinders is nie alleen moeilik 
om te hanteer nie maar kan ook gevaarlik wees. Broei- 
kaste is reeds genoem. 

Elke afdeling behoort met genoeg speelgoed van alle 
tipes voorsien te wees, sodat elke kind kan kies waarmee 
hy hom wil besig hou. Die mure moet versier wees met 
prente van diere en kinders of blomme. Dis baie een- 
voudig en kan maklik aangebring word, en verskaf ure 
van genot. 

Die behandeling van R. neg.-babas word in die meeste 
groot hospitale onderneem en daar moet die apparaat en 
ander toebehore, steriel verpak, in gereedheid gehou word. 
*n Spesiale kamer is nie nodig nie maar as ’n spesiale 
kas of drom gepak gehou word, is dit al wat nodig is. 
Die gladde verloop van so ’n prosedure is noodsaaklik 
en kan ’n lewe red. 


Die Hospitaalskool 


Hierdie inrigting bestaan reeds vir ’n aantal jare in 
Pretoria. Dit bestaan uit ’n Prinsipale met 4 assistente, 
en hulle vul ’n baie nuttige plek in die hospitaal. Wanneer 
kinders opgeneem word, word hul dadelik besoek, en so 
gou doenlik, in oorleg met die geneeshere, aan die boeke 
gesit. Dit is werklik verbasend hoeveel hulle so leer, 
of liewer hoe min skoolwerk hul tydens hul verblyf 
verloor; veral in die ortopediese afdelings waar die 
kinders soms maande lé, werp hierdie skool baie goeie 
resultate af. Ek weet van ’n matriekdogter wat 9 maande 
van die senior jaar in ons ortopediese afdeling was en 
die eksamen tog geslaag het aan die einde van die jaar. 
Net die wete dat hulle nie gaan agter raak by hul maats 
nie, dra by tot die rustigheid en kalmte van die pasiént. 
Alle skoolwerk, van Sub-A tot matriek, word onderneem. 

Samewerking met geneeshere en onderwysers van buite 
sal baie help om hierdie diens nog tot ’n baie groter 
mate van nut te maak. As daar toegesien word dat 
wanneer kinders hiernatoe kom, daar instruksies van hul 
skoolhoof saamkom en dat hul boeke ook saamgebring 
word, sal dit baie help. 


GENERAL PRACTITIONERS AND HOSPITALS 


T. B. McMurray, M.Cu.OrtH. (L’poor), F.R.C.S. (Epin.) 
Cape Town 


In recent years in South Africa the position of the general practi- 
tioner in hospitals has given cause for concern. There are some who 
believe that the Provincial Councils would prefer their hospitals 
to be staffed by full-time officers over whom they have control, 
rather than use the part-time services of local general practitioners 
over whose independence they have little say. It would be wrong 
to think that those in authority are to blame for the present 
position; nor is it clear that the general practitioners themselves 
are entirely at fault; rather, the whole question is one of develop- 
ment and a passing from an outmoded system to a new one. 

In the past, the hospitals of South Africa, or most of them, were 
staffed entirely by general practitioners. Some had consultants on 
their staff who appeared when called but, in most of them, the work, 
both surgical and medical, was carried on by the local practitioners. 


With the increasing number of specialists in the Union, the com- 
position of the staffs of hospitals has altered, so that now, in many 
cases, the hospitals in the larger towns have full specialist comple- 
ments, and it is in these hospitals that difficulties have arisen. 
On the other hand, in the outlying hospitals in smaller towns, 
general practitioners still carry on dving their sound and useful 
work as they have done in the past. ; 
The authorities have recently complained that the general practt- 
tioners attached to hospitals that have full specialist staffs are failing 
to do their duty, and this unsatisfactory position can, in their 
opinion, only be remedied by the employment of full-time house 
officers of the higher grade to carry out the ordinary routine work 
of the hospitals. 
Before examining the deficiencies in the present system It would 
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be wise to consider whether general practitioners are necessary in 
a hospital and whether their employment is desirable. 
Js Hospital Service good for the General Practitioner ? 
The answer to this question is in the affirmative. Once the general 
itioner is completely devoid of hospital contact, he is to a 
great extent deprived of contact with his colleagues. He comes to 
be more and more a dispenser of pills and a diagnostician and sorter 
for the various specialists whom he may employ; while he may 
continue to treat the minor illnesses, he will often be unable to 
follow up more serious conditions which he encounters, and 
eventually lose interest in the results of treatment and advances in 
medicine. In fact, the less he reads the journals (and this becomes 
increasingly difficult as the years go on) the more the medicine 
he will have at his fingertips will be restricted to what he was taught 
at his medical school and during his internship. His work may 
become a liability to medicine as a whole since it will be dated, and 
his interest in medicine will flag for lack of the constant stimulus of 
intellectual contact with his colleagues. 


Is the Employment of General Practitioners good for Hospitals? 


The answer here is again in the affirmative. The general practi- 
tioner has been called the backbone of medicine; his contact with 
the family of his patients and with the whole range of medical 
practice makes his voice in the hospital conservative and sagacious. 
He, and he alone, is in constant contact with the social conditions 
and the social problems of the patients and their families, and his 
help in the difficult decision what to do with the patient once 
treatment is completed, or whether convalescence is necessary, 
may, because of its humanitarian and practical slant, help in no 
small way in the subsequent wise disposal of patients. 

Surely, it would be a loss to hospitals if the general practitioner 
had no contact with them. They would tend to become stereotyped 
efficient functioning automatons without interest in the patient’s 
future or welfare,—a matter which is really the affair of the general 
practitioner ! 


' 
Is the Presence of the General Practitioner in Hospitals good for 
Medicine ? 

This is the crucial question and a matter of very great importance. 
The integration of all medical practitioners as one band, interested 
and concerned with the future of the patient and his health and cure, 
can only take place in the environment of a hospital. The specialist 
and consultant have a lot to learn from the general practitioner 
about the management and the post-hospital care of the patient, 
particularly on the social side, while on the other hand the general 
practitioner can learn much from the specialist who is treating the 
case. The only sphere in which these two can meet is the hospital, 
and the hospital’s efficiency, its popularity, and the respect in which 
it is held by the public, depends upon its service to that public. 
This service can only be complete when the consultant and the 
general practitioner combine in one organization to help restore 
the patient to his rightful health. The presence of general practi- 
tioners on the staff of hospitals enhances public opinion of the 
hospital service; it increases its prestige and the confidence with 
which it is regarded. The hospital does not depend upon its 
administration, its buildings or its equipment for public esteem, 
but upon the service of its doctors and nurses. 


THE PRESENT UNSATISFACTORY POSITION 


Ithas come to the notice of the authorities that general practitioners 
serving in hospitals which have full specialist staffs have not been 
attending as regularly as they might. This is naturally ascribed 
ty the authorities to lack of interest, but a closer examination may 
show that that is not the reason. 


The report of the Superintendent General of Education of the 
Province for the years 1952 and 1953 states that during those 
years 16,370 and 20,647 parents respectively attended at the medical 
‘xaminations of their children. It is clear, adds the report, that 
welcome the opportunity to discuss health and behaviour 
moblems of their children with the medical inspector. These 
ions with parents, however, make heavy inroads on 
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The Faults of the Present System 


1. In contradistinction to the general practitioner in outlying 
hospitals, those in hospitals having full specialist service are only 
required to interview cases when they come to the casualty depart- 
ment, and in this way they merely act as sorting . The 
majority of cases are then handed on to specialists for treatment and 
decision. 

2. They are constantly at loggerheads with the housemen. 
Either the houseman resents the interference of the local general 
practitioner in making decisions for him when and why to call a 
specialist, or the houseman seeks to prove that he is hampered in 
his work by the presence of the general practitioner; particularly 
he may feel that his initiative is hampered. In this way both the 
nursing and houseman staff in some hospitals have come to regard 
the general practitioner as a drag on the system and a hindrance 
rather than a help. At the same time, the practitioners regard their 
hospital service as of very doubtful value, since all they do is to 
see cases at an out-patient or casualty department where decisions 
have already been made by the houseman or higher-grade what 
to do with the patient. 

Because of these two factors, there has apparently been a falling 
off in the attendance of general practitioners, and this has led to 
dissatisfaction on the part of the superintendents and to their 
reliance more and more upon the full-time staff. It has been suggest- 
ed in some quarters that the presence of the general practitioners is 
redundant and that the hospitals could be run perfectly well with 
housemen, higher-grades and the specialist staff. 


Is there a place for the General Practitioner ? 


It is evident then that the position of the general practitioner is 
deteriorating under the present system. Can a place be found for 
him where he may be integrated in the hospital which has full 
specialist services, safeguarding his interests and those of the 
hospital ? 

In the United States this problem has to some extent been solved. 
In the City of New York 16,000 out of a total of 25,000 general 
practitioners hold hospital appointments. In those hospitals, the 
work is divided into a general surgical service, a medical service, 
a gynaecological service, etc. General practitioners who have an 
interest in any particular branch of medicine may, by application, 
attach themselves to such a service. Their time of attemdance 
might be limited to say a half-day a week, or a half-day a fortnight, 
but their help would be welcomed at those times and they would 
have an opportunity of attending either the operating or the out- 
patient sessions, where they would naturally take part in whatever 
was in progress and would be responsible for a certain amount of 
the work. They would at the same time have an opportunity of 
meeting their colleagues who work in a consultant capacity, which 
would be most stimulating for them and for their colleagues. It 
will do no good to offer the general practitioner the same sort of 
work in a hospital as he is doing outside. The work in the hospital 
must be more stimulating and interesting if he is going to be keen 
to attend. 

This plan could be easily worked out for hospitals in the Union 
and might be the answer to the position of the general practitioner 
in hospital. 

The position is becoming desperate and, unless something is 
done, the general practitioner will be deprived of his right to enter 
hospitals. This has already happened at the teaching hospitals, 
and gradually his position in the other hospitals that have specialist 
services is being undermined. It will require cooperation between 
him and the authorities to clear up the present state of affairs, 
and the above scheme offers a possible alternative solution. 


MEDICAL EXAMINATIONS IN SCHOOLS 


the time available, with the result that fewer children can be 
examined. 

It is noted from the statistics that of the children examined 
6,529 and 9,573 had not been vaccinated. A vigorous campaign 
by the authorities responsible for the service appears to be indicated. 
The number of children examined by medical inspectors in the two 
years were as follows: European—Routine examinations (1952) 
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26,434, (1953) 30,380. Specially selected children—(1952) 13,254, 
(1953) 14,723. Re-examinations—(1952) 10,108, (1953) 11,695. 
Total—(1952) 49,796, (1953) 56,798. Coloured—Routine exami- 
nations—(1952) 4,557, (1953) 10,315. Specially selected children— 
(1952) 2,792, (1953) 4,962. Re-examinations—(1952) 634, (1953) 
2,174. Total—(1952) 7,983, (1953) 17,451. The number of children 
examined by nurses totalled European—({1952) 87,391, (1953) 
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88,929. Coloured—(1952) 59,842, (1953) 74,115. Grand Total— 
European—(1952) 137,187, (1953) 145,727. Coloured—(1952) 
67,825, (1953) 91,566. 

From the above figures it is noted that there has been a marked 
increase in the number of coloured children examined. 
increase is the more noteworthy when compared with the figures for 
1950 when 3,601 and 44,147 were examined. 


THE AMERICAN ACADEMY OF GENERAL PRACTICE 


ITS ORIGIN, OBJECTIVES, GROWTH AND OUTLOOK* 
Eric A. Royston, M.D. 


Los Angeles, California 


As I understand the purpose of this meeting, it is for me to answer 
two questions: (1) Why was a Section on General Practice organized 
in most of the County Medical Associations in America, in the 
State Medical Associations, and in the American Medical Associ- 
ation? and (2) Why was the American Academy of General 
Practice organized? The answer can be very brief: First, to help 
the man doing general practice do better work and, secondly, to 
get him his proper place on the hospital staff and keep him there. 
I will endeavor to give you the facts and the high points and go into 
as little detail as possible. 

Up to about 1925 the larger metropolitan hospitals in the United 
States mostly had their attending medical staff organized into 3 
general divisions: 


1. The Senior Staff. On this staff all members had full privileges 
in whatever department they chose. At that time there was also 
generally a free overlapping of departments; for instance, a surgeon 
could operate in any field whether he was doing belly surgery or 
some kind of special surgery. The surgeons did not quarrel how 
they overlapped. An obstetrician could take out an appendix if 
he wished or even tonsils. 


2. Second Division was a Junior Staff. On this staff the members 
could all do their own work in any departments they might choose, 
but they had no consultation privileges and they were not supposed 
to assist anybody with surgery except a member of their own staff 
division. 


3. Third Division was the Courtesy Staff. These members could 
admit patients to the hospital but they had to have some member of 
the Senior Staff as a consultant in each case. This Senior Staff man 
would help the younger man on each case in surgery and would 
generally do the work with the courtesy man as the assistant. They 
usually remained on the Courtesy Staff about 6-12 months. This 
general organization was quite a happy one, everybody was quite 
contented, and by and large the hospital staff ran smoothly. 

However, as the population of the cities grew the hospitals began 
changing their by-laws. A young man just starting out in practice 
found it almost impossible to get on a hospital staff unless he 
limited his work to some speciality. The man on the hospital staff 
already as a General Practitioner found he could no longer do his 
own work, namely, he had to refer his work to some Senior 
Staff man. He could no longer do his own appendectomy for 
instance, the Senior man now had to do the work, the resident 
was the first assistant and the intern the second while the man who 
was responsible for the case to the family had to wait out in the 
hall wondering what was going on. This condition did not apply to 
all hospitals in all cities, but in most of the large hospitals this 
was getting to be the status. 

Then came the war. As the doctors were taken into the services 
the older men and men of experience and of the ability which goes 
with experience found themselves out-ranked and commanded by 
young men just out of school, in many cases, because the younger 
man held a speciality certificate of some kind. Within a few months 


——* An address given at a meeting of the Southern Transvaal 
Branch of the Association on 17 January 1956. American spelling 
preserved. 


the letters from the doctors on service began to pour back to the 
homeland. To the County Medical Association Secretary, to the 
State Medical Association Secretary, to the American Medical 
Assiciation, and to the man’s Congressman. The mail complaint 
was terrific. The more carefully minded doctors at home began to 
realize that the breach between the doctor doing general practice 
and the doctor in some speciality field was becoming unnecessarily 
widened. 

At that time there were about 160,000 doctors of medicine 
practising in the United States. Of this number about 30,000 
belonged to the various speciality boards and the speciality colleges 
and there was about another 30,000 who were eligible for speciality 
certifica*:on but who for various reasons would not be bothered to 
obtain the certificate. This left about 100,000 men in the General 
Practice field. Among this 100,000 men were a great many of 
great ability and ingenuity. They had been practising for years and 
they knew both the scientific side of medicine and the humanitarian 
side of the practice of medicine. 


AMA SECTION ON GENERAL PRACTICE 


The executives of the American Medical Association recognized 
that something had to be done about the status in which the men 
doing general practice were finding themselves. Accordingly in 
1945 they organized a Section on General Practice in the American 
Medical Association, which would have equal status with all the 
other Sections at the annual meetings. They appointed one of 
their trustees, Dr. Wingate Johnson of North Carolina as its first 
chairman. He is an internist and is head of the Department of 
Medicine at Bowman Grey Medical School in Winston-Salem. The 
next meeting of the American Medical Association was held in 
Chicago and the newly organized Section was well attended and a 
great success. Dr. Paul Davis of Akron, Ohio, was elected chairman 
of this Section for the next year. The following year, I was elected 
chairman—lI think largely to honor the West—and the interest in 
the Section had grown to such proportions that we had to be 
assigned a meeting-hall all to ourselves. Under the by-laws of the 
American Medical Association the Section on General Practice 
was now allowed a delegate to represent us in the House of Delegates. 

The feeling among the general practitioners of the United States 
that they were being discriminated against in their respective 
medical associations and being pushed to the periphery in the 
metropolitan hospitals seemed to germinate simultaneously in all 
parts of the country during 1943, 1944 and 1945. A strong Section 
on General Practice was organized in the Michigan State Medical 
Association in 1943 with its headquarters in the Detroit County 
Medical Association. About the same time, a Section on General 
Practice was organized in Akron, Ohio. Towards the end of 944 
the general practitioners in northern California began to talk of 
getting together and they finally organized their group in Oakland. 
In January 1945 I was elected to the Council of the Los Angeles 
County Medical Association and soon after introduced a motion 
calling for a Section on General Practice to be organized in the 
association. This passed unanimously and I was instructed by the 
council to spearhead the organisation. It was a success from the 
time of the calling of the first meeting. I was elected president ot 
the Section and held the office for two years, when I had to give it 
up to give my time to State and National organizations. Sections 
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on General Practice had sprung up in the southern and eastern 
states also about this time—all spontaneously and simultaneously 
and each area hardly knowing what was going on elsewhere. 

Our Section on General Practice in Los Angeles was nicely 
organized and enjoying exceptionally well-attended monthly 
meetings when the California State Medical Association convened 
in Los Angeles in the summer of 1945 for its annual convention. 
| was a delegate to this convention from the Los Angeles County 
Medical Association. At that meeting, I introduced a resolution 
calling for the forming of a Section on General Practice in the 
California State Medical Association. To the great astonishment of 
the house, none other than the Speaker seconded the motion. He 
turned over his gavel to his vice-speaker and got down to the floor 
from his podium and told the house how he had learned of the 
forming of sections on general practice all over the United States, 
and how he felt that the general practitioner was still closer to the 
people than any other doctor, etc, etc. The resolution passed 
unanimously and again I was instructed to organize a section in the 
State Association. This organization has stood the test of time and is 
still doing very good work. 


During the next year, sections on general practice were organized 
in about 1/4th of the State Medical Associations across the Union. 


In January 1946 the American Medical Association held its annual 
convention in San Francisco. The Section on General Practice 
was the largest of the convention and the best attended. We had 
speakers from the best universities in the country and the topics 
presented were practical and of the kind to give the General 
practioner help in his ordinary everyday problems, but there was 
still unrest among the general practioners. There were more 
general practitioners at this meeting than at any other previous 
convention of the AMA. The general practitioners were like an 
awakening China. I was personally besiged on all sides at this 
meeting by men expecting action. At this time I was chairman of 
the Section on General Practice of the Los Angeles Country Medical 
Association, of the California State Medical Association, and I 
was just succeeding to the Chairmanship of that Section of the 
American Medical Association. 


Now, the various Sections in the AMA organization are purely 
scientific. Each Section is allowed one delegate to AMA House of 
Delegates. In the House of Delegates there are also members from 
the various State Medical Associations and some delegates at large 
making a House composed of almost 300 men. With only one 
delegate in such a large House the general practitioners began to 
realize that they would have to make some other plans if they 
expected to carry out their ideas of better recognition on the 
hospital staff back home. 


AMERICAN ACADEMY OF GENERAL PRACTICE 


At the close of the scientific meeting in our Section on the morning 
of the second day of this convention, I suggested to the assembly 
that they remain for a short discussion on general practitioners’ 
Strategy. Almost the entire audience of 300 men from every state 
in the Union remained. Key men had been appointed by the 
steering committee to make brief specehes. It was soon found that 
twas the feeling of all present that the General Practice movement 
could best be helped by forming an organization outside the 
American Medical Association and not limited by its constitution— 
asimilar organisation perhaps to the American College of Surgeons. 
Committees were appointed to study ways and means and plans, 
great Care was exercised to see that all the states of the Union were 
represented on the sundry committees, and thus the American 
Academy of General Practice was conceived. 

The committees reported at the next annual convention of the 
American Medical Association at Atlantic City the following year, 
and then the child was born. Maybe it was a little overdue at birth 
but is was a whopper when delivered and has grown by leaps and 

nds ever since. : 

The American Academy of General Practice was organized in 
Atlantic City in the fall of 1947. The term Academy was selected 
in preference to the term College, because it was felt that the term 

y implied continuous study. Membership in the Academy 

S granted only for 3 years. At the expiration of that time the 
ae must re-apply for membership and must present evidence 
board of directors that during the preceeding 3 years he has 
completed 150 hours in post-graduate study of a nature acceptable 


S.A. TYDSKRIF VIR GENEESKUNDE 


299 


to the board. This means that every member of the Academy must 
be continually studying and the line of study—whether medical, 
surgical or obstetrical—must be done at some University or at 
least at a University extension course and a certificate obtained for 
the work done. The directors of the Academy felt that there were 
too many men who had obtained a diploma by some sort of effort 
and had never so-to-say opened a book from that time on, but 
were still displaying the diploma in their office and obtaining 
hospital staff privilege on the strength of it but actually were doing 
a very poor class of work. To avoid this stigma, so far as the 
Academy was concerned, they put in the 150-hour postgraduate 
clause which would force all Academy members to be as up-to-date 
as possible. 

The American Academy is organized as a body outside the 
jurisdiction of the American Medical Association and entirely 
independent of it. This was done so that the Academy could 
approach the problem of the status of the general practitioner on 
the hospital staff on a national basis, and could bring the power 
of a national organization to the bargaining table with him. The 
Academy does not present a flat demand to all hospitals that its 
members be given unlimited privileges on the hospital staff, but it 
does ask that its members be admitted to the various hospital 
services according to their proved ability. 

The organizers felt that the Academy would not prosper unless 
it had proper management. After the first few months a very 
capable executive secretary or business manager was employed at a 
substantial salary, a good expense account, and a retirement 
insurance policy. This has proved to have been a very wise invest- 
ment. 

The Academy has prospered beyond our fondest hopes and 
expectations. We now have a membership of over 20,000 men— 
all of whom are doing their 50 hours of post-graduate study 
every year. We are now the largest medical organization in the 
USA except the American Medical Association itself. We hold a 
convention each year which draws an attendance almost equal to 
that of the AMA itself. We have a magazine of our own of which we 
are indeed proud; it has already been voted the No. 1 spot place 
among American medical magazines because of its general format 
and its very easy presentation of scientific material. 

The Academy has something over 200 employees at its head- 
quarters in Kansas City, We start erecting our own building next 
year. It will cost something over one million dollars and will be 
free of debt when ready for occupancy. 

The most friendly feelings exist between the American Medical 
Association and the American Academy of General Practice 
because we have determined never to throw stones or call names. 
Members of the Academy must be members of the American 
Medical Association to be eligible for membership. Last year a 
past-president of the Academy was elected vice-president of the 
AMA. Many members of our academy are on AMA committees 
and one of our members from California, Dr. Dwight Murray of 
Napa, has been elected President of the AMA for 1956. 

There is every indication that the influence of the American 
Academy of General Practice is being felt in American medicine. 
Many of the large metropolitan hospitals are again allowing the 
qualified general practitioner to take care of his own patients, 
whether they be medical, surgical, or obstetrical. A much better 
feeling is being exhibited between the speciality groups and the 
general practitioners. Consultations are more frequent and are ona 
more friendly basis. Each group is beginning to realize that it 
needs the other and both will do better by working together—just 
as the Army cannot be all officers or all enlisted men. 

To summarize briefly: 

1. The American Medical Association is a scientific body 
devoted to the study and practice of medicine. 

2. It is divided into sections, the members of each section giving 
their attention to the particular branch of medicine in which they 
are interested. 

3. One of the scientific sections of the American Medical Associ- 
ation is the Section on General Practice. 

4. Because the Section on General Practice is purely scientific, 
the American Academy of General Practice was organized to help 
give the general practitioners the means of achieving their goal in 
the metropolitan hospitals and of obtaining satisfactory status 
on the hospital staff. 
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DIE STELLENBOSSE GENEESKUNDIGE FAKULTEIT* 


Proressor H. B. THOM 


Rektor, Universiteit van Stellenbosch 


Die stigting van ’n Geneeskundige Fakulteit is een van die ver- 
naamste stappe waartoe "n Universiteit kan oorgaan. Die medikus 
wat deur die Fakulteit opgelei word gryp immers diep in die lewe 
van die indiwidu in, en hy speel tewens in verband met die lewe 
van die huisgesin, en inderdaad van die volk as geheel, ’n uiters 
belangrike rol. 


*n Geneeskundige Fakulteit is ook ’n besonder duur fakulteit. 
Universiteite wat reeds lankal geneeskundige fakulteite het—sowel 
in Suid-Afrika as in die buiteland—getuig dat hierdie fakulteite 
hulle duurste fakulteite is. Die universiteit wat so ’n fakulteit 
Stig, moet dus by voorbaat weet dat hy ’n swaar finansiéle verplig- 
ting op hom neem en hy moet dus redelike sekerheid hé dat hy 
hierdie verpligting sal kan nakom. 

In die lig hiervan sa! dit duidelik wees dat die stigting van die 
Stellenbosse Geneeskundige Fakulteit vir ons land in die algemeen, 
en die Universiteit in die besonder, ’n gebeurtenis van groot belang 
is. Hierdie nuwe fakulteit het in die universiteitsjaar wat ons van- 
mé6re amptelik open, werklikheid geword, en ons het dan ook reeds 
ons eerste studente vir die geneeskundige opleiding ingeskryf. Dit 
is dus seker nie onvanpas nie dat ons nou ’n oomblik stilstaan om 
aan sekere vername aspekte van die ontstaan en die toekoms van 
die nuwe fakulteit aandag te wy. 

Niemand het die belangrikheid van die stigting van die Fakulteit 
beter besef as die Universiteit self nie. Vandaar dat die Universiteit 
geensins haastig te werk gegaan het nie, maar kalm en geduldig 
voorbereidingswerk gedoen het, totdat hy eindelik van oordeel was 
dat die tyd vir die werklike stigting aangebreek het. Ongeveer 
10 jaar gelede—op 22 Augustus 1946, om presies te wees—het my 
voorganger, prof. R. W. Wilcocks, die destydse Minister van 
Onderwys namens die Universiteit van Stellenbosch meegedeel dat 
die Universiteit voornemens was om ’n Fakulteit van Geneeskunde 
te stig. Professor Wilcocks het 0.a. geskryf: ,Die Universiteit van 
Stellenbosch stel sig ten doel die stigting van ’n Afrikaanse mediese 
Fakulteit en besluit om onmiddellik ’n aanvang te maak met die 
opbou van die nodige fondse.” 

Sowat 5 weke later het die Minister aan die Universiteit geant- 
woord dat hy die brief ontvang het, en—om sy eie woorde te 
gebruik—,dat hy van die inhoud kennis geneem het.’ 


DIE WENSLIKHEID VAN DIE FAKULTEIT 


Wat alles in dié tyd tot die betreffende besluit van die Universiteit 
aanleiding gegee het, hoef nie hier in besonderhede nagegaan te 
word nie, maar dit is nodig om ’n paar hoofpunte aan te stip. Die 
oortuiging het bestaan dat daar nog geensins genoegsame voor- 
siening vir die opleiding van geneeshere, deur middel van Afrikaans 
as voertaal, gemaak was nie: die Afrikaanssprekendes maak meer 
as 60% van die blanke bevolking van die land uit, maar ten spyte 
daarvan was daar toe 2 fakulteite met voertaal Engels teenoor 1 
fakulteit met voertaal Afrikaans. Daar was ook die besef dat, 
terwyl die Afrikaanse Fakulteit in die Noorde van die land, waar ’n 
geweldige bevolkingsaanwas plaasvind, van harte verwelkom is, 
*n Afrikaanse Fakulteit in die Suide nie langer uitgestel kon word 
nie, aangesien die Suide ook ’n groot konsentrasie van die bevolking 
huisves en dit juis hier is, in hierdie oudste gevestigde deel van die 
land, waar die Afrikaner se kultuurwortels die diepste 1é. 

Afgesien van sulke fundamentele faktore was daar ook sekere 
nuwe, onmiddellike faktore wat tot die stigting van die Fakulteit 
aanleiding gegee het. Ten noordweste van die ou, gevestigde 
Kaapstad het daar 'n nuwe Kaapstad ontstaan. Klein voorstede, 
wat vroeér onbeduidende dorpies in die sand was, het binne 
20 jaar tot lewendige, bruisende jong stede ontwikkel. En 
aangesien in hierdie jong stede die vooruitstrewende, kultuur- 
bewuste Afrikanerelement baie sterk was, en steeds gegroei het, 
is dit nie vreemd nie dat hulle graag aan die Universiteit die nodige 
praktiese fasiliteite wou gee, in die vorm van hospitale en aan- 
verwante gesondheidsdienste, wat deur digbevolkte stedelike sentra 


* Rede gelewer by geleentheid van die formele opening van die 
Universiteit, 29 Februarie 1956. 


meegebring word en vir ’n Fakulteit van Geneeskunde onontbeerlik 
is. 
Daarby het die besef meer en meer deurgedring dat Suid-Afrika, 
selfs afgesien van die regmatige aansprake van Afrikaanssprekendes, 
*n addisionele Geneeskundige Fakulteit nodig gehad het. Weliswaar 
was dit nie soseer die geval dat daar noodwendig baie meer medici 
opgelei moes word nie, maar ’n addisionele fakulteit was nodig om 
die druk op die bestaande fakulteite te verlig, en veral ook om meer 
geleenthede vir mediese navorsing te skep, iets waaraan ons land 
vandag nog so ’n ernstige behoefte het. Dit was veral hierdie oor- 
weging wat verskeie vooraanstaande medici, en onder hulle selfs 
Engelssprekendes, daartoe gebring het om hulle hartlike steun aan 
die stigting van die nuwe Fakulteit te gee. 

Hier het ons ’n aanduiding van wat agter die lakonieke woorde 
van rektor Wilcocks gelé het, toe hy op 22 Augustus 1946 aan die 
Minister van Onderwys geskryf het dat die Universiteit van Stellen- 
bosch sig die stigting van ’n Afrikaanse mediese fakulteit ten doel 
stel. 

Dit is vir ons duidelik, vandag nog baie meer as 10 jaar gelede, 
dat die Universiteit van Stellenbosch sy plig as Universiteit— 
en by name as Afrikaanse Universiteit—skromelik sou verwaarloos 
het as hy toe maar, in die besef van die afmetings van sy probleem, 
die maklike weg gevolg en gaan stilsit het. Maar die tradisie van die 
Universiteit van Stellenbosch is nie op die maklike paaie gebou nie; 
en die geskiedenis van ons Geneeskundige Fakulteit sal dit later— 
net soos so baie ander bladsye uit die geskiedenis van die Universi- 
teit—ook nog duidelik bewys. 

Die Universiteit het sy plig egter nie verwaarloos nie. Inteendeel, 
hy het dit 10 jaar gelede ten volle aanvaar, en hy het met oortuiging 
en beslistheid aan die vervulling van daardie plig gewerk. Groot 
probleme het opgeduik, kwaai kritiek is soms ook van onvriendelike 
kant gehoor, maar in plaas dat dit terugslae geword het, het dit 
tot spoorslae gedien; en die resultaat sien ons vandag hier voor 
ons o€ waar ons ons Geneeskundige Fakulteit as ons jongste 
fakulteit verwelkom. : 

Daar sal seker menigeen wees wat graag iets meer sal wil weet 
van die werk wat gedoen is om dié resultaat te bereik. : 

Die voorbereidende werk het begryplikerwyse op verskillende 
terreine gelé. Dit het met ’n groot verskeidenheid van liggame, 
indiwidue en belange te doen gehad, en in die loop daarvan moes 
*n mens sorg dat jy ’n groot saak op doeltreffende wyse dien maar 
terselfdertyd niemand onreg aandoen nie. Daarom was dit vir die 
Universiteit noodsaaklik om met omsigtigheid, en billikheid te 
handel, maar tewens, en veral ook, om met beslistheid en onver- 
skrokkenheid op te tree wanneer hy met onbillike dwarsboming te 
kampe gekry het en die vaste oortuiging gehad het dat sy beskouing 
en standpunt die juiste was. 


TOESTEMMING REGERINGSWEE 


Onder die universitére stelsel wat in Suid-Afrika bestaan, moet - 


universiteite—wanneer hulle nuwe fakulteite wil stig—verlof 
van die Regering daartoe kry. Dit is, in die geval van ons land, 
ook ’n baie verstandige reéling, want ons universiteite werk groten- 
deels met die belastingbetalers se geld. en dit is dus die plig van die 
Regering—hoe ongraag hy hom ook al met sake van die universi- 
teite sal wil inlaat—om ‘n wakende oog te hou en toe te sien dat 
landsgeld op die beste wyse gebruik word. Aangesien nou, soos 
aan die begin opgemerk is, ’n geneeskundige fakulteit ’n baie duur 
fakulteit is wat, naas private Universiteitsfondse, groot somme aan 
landsgeld eis, 1é dit voor die hand dat die Regering nie sommer 
maklik sy toestemming tot die stigting van ‘n geneeskundige 
fakulteit sal gee nie. Die Regering sal ten volle oortuig moet by 
dat daar ’n wesenlike behoefte aan so ’n fakulteit bestaan, en dat — 
belastingbetalers se geld wat in die fakulteit gesteek word, werkli 
die land se belange op blywende wyse sal dien. ada 
Hierdie posisie het die Universiteit van Stellenbosch van rs 
begin af baie goed verstaan. Na die eerste mededeling aan. 4 
Minister van Onderwys op 22 Augustus 1946, het die Universitet 
die Regering op volledige en openhartige wyse omtrent sy —— 
en die besonderhede van sy voorneme ingelig. Daar was ') 
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toe die Regering nie tevrede was nie en meer inligting verlang het; 
daar was tye toe die Universiteit se raming van koste aan ernstige 
kritiek onderwerp is; en daar was tye toe gesaghebbende medici 
en andere hulle mening moes kom gee. Daar moes dus uitvoerige 
samesprekings plaasvind, en daar moes ook lang korrespondensie 
gevoer word. Maar deur dit alles heen is die saak behoorlik uit- 
gepluis: die Universiteit het steeds meer lig op sy taak gekry en die 
Regering het na rype beraad tot ’n beslissing gekom. Op 23 
Februarie 1951 het die Minister van Onderwys, Kuns en Wetenskap 
die Universiteit in kennis gestel dat die Kabinet in beginsel goed- 
gekeur het dat op Stellenbosch ’n Fakulteit van Geneeskunde in 
die lewe geroep word. 

Dit was baie belangrike vordering hierdie, maar _prinsipiéle 

goekeuring van ’n saak beteken nog nie dat dii reeds werklikheid 
geword het nie, en daar het nog baie werk voorgelé voordat die 
beginsel in die praktyk uitgevoer kon word. Die Universiteit moes 
die Regering nog eers oortuig dat die fakulteit finansieel nie een- 
youdig van die Regering afhanklik sou wees nie, en dat die Universi- 
teit in staat sou wees om sy deel van die koste te dra. Die Universi- 
teit het dus in alle erns aan die werk gegaan om nog meer fondse 
in te samel en om ’n redelik betroubare berekening van koste te 
maak. 
Met hierdie werk was ons in 1954 s6 ver gevorder dat ons die 
Regering ‘n raming van koste kon voorlé en ook die versekering 
kon gee dat ons ’n gedeelte van die koste, wat na ons mening ’n 
aansienlike gedeete was, sou kon dek. Op grond hiervan het ons 
dan gevra dat toestemming aan ons verleen word om in 1956 met 
ons geneeskundige opleiding te begin. Ek herinner my goed dat ek 
by die amptelike opening van die Universiteit verlede jaar verklaar 
het dat sodanige vertoé tot die Regering gerig was, en dat ek toe 
die hoop uitgespreek het dat Sy Edele die Minister van Onderwys, 
Kuns en Wetenskap ons spoedig in kennis sou stel dat ons versoek 
om in 1956 te begin, toegestaan was. Dit is vir my nog altyd ’n 
merkwaardige sameloop van omstandighede dat ek, ’n halfuur na 
afloop van die openingsfunksie, van die Minister ’n telefoniese 
oproep gehad het om te sé dat die Regering na sorgvuldige oorwe- 
ging, besluit het dat Stellenbosch, ooreenkomstig sy versoek, in 
1956 met die opleiding van geneeshere kan begin. 

Hiermee was die onderhandelinge met die Regering oor die 
stigting van die Fakulteit tot finaliteit gebring; en ons hoef dan 
ook nou nie verder daaroor te praat nie. Ons is vanmére almal 
getuies daarvan dat Stellenbosch nie op hom laat wag het om die 
gegewe verlof op te volg nie. 


*N OPLEIDINGSHOSPITAAL 


Die Regering was egter nie die enigste owerheidsinstansie met wie 
onderhandelinge gevoer en reélinge getref moes word nie. Volgens 
ons grondwet is hospitale en hospitaaldienste ’n bevoegdheid van 
die Provinsies, en aangesien dit vanself spreek dat geen genees- 
kundige fakulteit sonder ’n opleidingshospitaal kan bestaan nie, 
moes die Universiteit met die betrokke Provinsiale owerhede in 
verbinding tree. Die eenvoudige, maar kardinale, probleem voor 
die Universiteit was: Waar gaan die Universiteit ’n hospitaal kry, 
‘n groot, moderne hospitaal wat baie geld sou kos, om die nodige 
kliniese fasiliteite vir die mediese opleiding te verskaf? In die besef 
dat hierdie vraagstuk met die hulp van die Provinsie Kaapland 
opgelos sou moes word, het die Universiteit dus die samewerking 
van die Provinsiale Administrasie gesoek. 

Die hospitaalwese is een van die moeilikste aangeleenthede waar- 
mee ons Provinsiale Administrasies te doen het, en die behoefte 
van die Universiteit was seer seker nie daarop bereken om die taak 
van ons Provinsiale owerhede te vergemaklik nie. Wat hulle 
moeilikhede ook al was, die Provinsiale Administrasie het egter 
duidelik besef wat die waarde van die nuwe Fakulteit sou wees, 
en hulle het ook gevoel dat Kaapland, wat die oudste Provinsie is 
tn bowendien ‘n sterk bevolkingskonsentrasie in die Westelike 
Provinsie het, geroepe was om die verantwoordelikheid te aanvaar 
wat die oprigting van die benodigde hospitaal meegebring het. 

Na deeglike ondersoek het dit geblyk dat die snel-groeiende 
Noordelike Stadsgebiede die aangewese terrein vir die hospitaal 
was: alles het daarop gewys dat hierdie jong stede nog veel groter 
gaan word as wat hulle reeds was; die inwoners, en by name 
Yerantwoordelike leiers onder hulle, was die idee van samewerking 
Met Stellenbosch besonder goedgesind: en hierdie stede was— 

‘Nn groot, nasionale hoofpad—binne baie maklike bereik 
van Stellenbosch geleé. Dit was asof ons lokale geskiedenis ‘n 
tlentheid gebied het; dit het net van die betrokke partye af- 
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gehang of hulle die insig gehad het om die geleentheid aan te gryp. 

By die Provinsiale owerhede het dit nie aan hierdie insig ontbreek 
nie. Hulle het eerstens ten gunste van ’n hospitaal by Bellville 
besluit, wat dan deur ons Geneeskundige Fakulteit gebruik sou 
word. Die beplanning van hierdie hospitaal het begryplikerwyse 
tyd geneem, maar toe daar eers met die bouwerk begin is, het dit 
vinnig gevorder. Dit is nou reeds, soos algemeen bekend is, vrywel 
voltooi en daar word op die oomblik stappe gedoen om die nodige 
toerusting en personeel te vind. Hierdie werk sal uit die aard van die 
saak nog heelwat tyd eis, maar ons vertrou dat dit in die loop van 
vanjaar en volgende jaar heeltemal voltooi sal wees, sodat ons 
mediese studente dan van die begin van 1958 af daar die nodige 
fasiliteite sal kan kry. 

Hierop is ons planne ook gemik. Mediese studente kry die 
hospitaalfasiliteite van hulle derde studiejaar af nodig, en dit 
beteken dat die studente wat vanjaar vir die eerste jaar alhier 
ingeskryf het, in 1958 in die hospitaal sal moet gaan werk. 
Hieruit sien ’n mens hoe, in hoogs belangrike en duur aktiwiteite, 
die stappe van die Universiteit en die Provinsiale owerheid ge- 
koGrdineer moes word. 

Sowel die Universiteit as die Provinsiale Administrasie besef 
egter dat die hospitaal by Bellville—die Karl Bremer-Hospitaal, 
soos dit ondertussen genoem is—veral wanneer die fakulteit 
heelwat sou groei en uitbrei, nie vir die opleiding van geneeshere 
geskik sal wees nie. Dit lé naamlik baie op die kant van die dig- 
bewoonde gebied, d.w.s. enigsins verwyderd van die grootste 
bron van die kliniese materiaal, en is as ’n hospitaal vir mediese 
opleiding op die duur ook te klein. Vandaar dat onverwyld aan die 
werk gegaan is om ’n terrein te vind, en planne op te stel, vir die 
eintlike groot opleidingshospitaal waardeur die Stellenbosse 
Fakulteit blywend gedien wou word. 

Hierdie taak het reeds veel van die tyd van verteenwoordigers 
van die Universiteit en van die Provinsiale Administrasie geneem, 
en dit sal seker nog baie meer tyd verg voordat die Opleidings- 
hospitaal voltooi is. In die digbewoonde gebied moes ’n groot 
terrein gevind word, wat groot genoeg vir die behoeftes van die 
Universiteit en die Provinsiale Administrasie is en wat buitendien 
ruime moontlikhede met die oog op toekomstige uitbreiding bied. 
In daardie digbewoonde gebied moes die terrein ook redelik sen- 
traal geleé wees, sodat selfs minder gegoede mense wat nie oor 
maklike, vinnige vervoer beskik nie, dit binne hulle bereik sou hé. 

Na uitvoerige en herhaalde ondersoeke en samesprekings is 
eindelik ’n oplossing gevind, ’n oplossing wat Sy Edele die Admini- 
strateur van Kaapland in November 1954 aangekondig het. Die 
Administrateur het verklaar dat die groot, oop stuk grond wat suid 
van die spoorweg, naby die Parow-stasie, geleé is en aan al die 
vername vereistes voldoen, opsy gesit word vir ’n groot hospitaal 
wat permanent deur die Geneeskundige Fakulteit van die Univer- 
siteit van Stellenbosch gebruik sal word. Die Administrateur het 
verder meegedeel dat hierdie hospitaal as ’n saak van groot belang 
beskou word, en dat sy Administrasie sonder versuim met die 
beplanning daarvan sal voortgaan. 

Die Kaaplandse Provinsiale Administrasie het ook geen gras 
onder sy voete laat groei nie, want onderhandelings in verband 
met die voorgestelde hospitaal is ook dadelik deur die Admini- 
strasie met die Universiteit aangeknoop, en bowendien is daar 
reeds ’n’ Superintendent vir die hospitaal aangestel, wat tans, 
saam met die argitekte wat vir die bouplanne verantwoordelik 
sal wees, druk besig is om aan die beplanning van die kompleks 
van geboue aandag te skenk. 

Aldus het die onderhandelinge tussen die Universiteit en die 
Provinsiale owerhede, wat oor uiters netelige vraagstukke gegaan 
het, goed gevorder. Die Universiteit het vandag die versekering 
dat hy °’n begin sal kan maak by die Karl Bremer-Hospitaal, 
Bellville wat—ofskoon klein—uiters modern en goed toegerus 
sal wees; en die Universiteit kan bowendien gerus wees dat hy 
met verloop van tyd sy eintlike groot opleidingshospitaal sal 
kry, wat in elke opsig geskik sal wees. Dat hiermee die onderhande- 
linge en die samewerking tussen die Universiteit en die Provinsie 
nie afgeloop is nie, maar in werklikheid nou maar eers behoorlik 
begin het, sal ’n mens egter geredelik verstaan: die betrokke 
hospitaal en die mediese opleiding daar word immers eintlik ’n 
gesamelike onderneming van die Universiteit en die Provinsie 
en daar sal ’n bevredigende, vaste grondslag in besonderhede 
uitgewerk moet word, waarop hierdie gesamentlike onderneming 
in die toekoms sal kan voortgaan en gedy. In die lig van die 
samewerking wat daar reeds tussen die twee owerhede was, en die 
wyse waarop hulle onder moeilike omstandighede ’n oplossing ge- 
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vind het, twyfel ek egter nie daaraan nie dat hulle ’n saaklike, doel- 
treffende grondslag sal vind, waardeur tot in lengte van dae ‘n 
bydrae gelewer sal kan word om smart en lyding te verlig en die 
gesondheid van ons mense op blywende wyse te dien. 


FINANSIELE VERPLIGTINGS 


Ek het reeds daarvan melding gemaak dat *n Geneeskundige 
Fakulteit *n duur fakulteit is, en dat ’n Universiteit wat so ‘n 
fakulteit stig, daarmee ’n swaar finansiéle verpligting op hom neem. 
Hieruit volg dat die Universiteit van Stellenbosch, van die dag af 
toe hy hom vir sy Geneeskundige Fakulteit begin beywer het, ook 
aan die finansiéle sy van die saak ernstige aandag moes wy. 

Volgens ’n berekening wat in 1952 aan die Universiteit gemaak is, 
sou die stigting van ’n Geneeskundige Fakulteit—afgesien van die 
koste van die hospitaal—’n som van minstens £500,000 vereis. Die 
Universiteit het ook van die begin af die beskouing gehuldig dat 
hierdie groot bedrag nie sonder meer van die Regering verwag kon 
word nie, maar dat die Universiteit self ongeveer die helfte daarvan 
sou moes vind. Die Universiteit sou dan met ’n moontlike pond-vir- 
pond-bydrae van die Regering die volle bedrag bymekaar kon kry. 
Ek mag byvoeg dat die Universiteit ook steeds van oordeel was 
dat hy in die bydraes van die publiek ’n aanduiding sou vind van 
die waardering vir die diens wat hy voornemens was om te lewer, 
en dat, ingeval daar gunstige reaksie van die kant van die publiek 
kom, die Universiteit dan des te meer rede sou hé om ’n pond-vir- 
pond-bydrae van die Regering te vra en om die toekoms met 
gerustheid tegemoet te gaan. 

Dit was in hierdie gees dat die taak van fondse-insameling aan- 
gepak is. Soos dit gewoonlik met groot ondernemings van hierdie 
aard gaan, kon die reaksie van die publiek nie sommer dadelik 
in sy volle omvang beoordeel word nie. Toe die saak egter redelik 
algemeen bekend gestel was, en toe ons met vooraanstaande en 
verteenwoordigende indiwidue en organisasies voeling gekry het, 
het ons die reaksie van die publiek duideliker en duideliker gesien. 
Aan Afrikanerkant, waar veral die kultuursy van die saak hoé 
waardering gevind het, was die reaksie gunstig: groter en kleiner 
bydraes het ingekom, wat met verloop van tyd so ’n som beloop 
het, dat ’n bekende Afrikaanse kultuurleier kon sé dat hy van min 
ondernemings in ons Afrikaanse kultuurlewe weet, wat so ‘n 
klinkende reaksie in die vorm van geldelike bydraes uitgelok het. 

Maar dit was nie net die kultuursy van die saak wat tot die publiek 
gespreek het nie; ook die suiwer wetenskaplike sy daarvan is hoe 
langer hoe meer besef en gewaardeer. Ons het dit by baie voor- 
aanstaande Afrikaaers gesien wat bydraes gegee het, maar ons het 
dit ook by nie-Afrikaners, by name sekere Engelssprekendes, 
gevind: naas die bydraes van Afrikaners het daar immers ook tal 
van bydraes van Engelssprekendes gekom. Ofskoon hierdie persone 
nie Afrikaners is nie, is hulle volkome oortuig van die blywende 
voordele wat die gesondheid van die land en sy mense uit ’n Genees- 
kundige Fakulteit aan die Universiteit van Stellenbosch sal trek. 


FISIOLOGIE EN ANATOMIE 


Die tyd tot ons beskikking laat ons ongelukkig nie toe om uit- 
voerig ook op al die ander werk in verband met die stigting van 
ons Geneeskundige Fakulteit in te gaan nie. Nogtans wil ek graag, 
terwille van oorsigtelikheid, en omdat daar tans so 'n lewendige 
belangstelling vir hierdie saak getoon word, ook van die ander 
werksaamhede ’n aanduiding gee. 
In die geneeskundige opleiding is die Fisiologie en die Anatomie 
twee vakke van fundamentele belang. Die Universiteit van Stellen- 
esch het reeds jare gelede ‘n leerstoel in die Fisiologie ingestel, 
en ons Departement van Fisiologie is gaandeweg tot een van die 
beste in sy soort in ons land opgebou. Dit was egter vir ons duidelik 
dat ons Departement van Fisiologie, so gou hier ‘n Fakulteit van 
Geneeskunde kom, wat soveel groter eise aan Fisiologie sou stel, 
veel beter huisvesting en fasiliteite sou moet kry. Anatomie het 
ons glad nie gehad nie. Allereers moes in hierdie verband bewerk- 
stellig word dat die Anatomiewet ook op Stellenbosch van toe- 
passing gemaak word, sodat disseksie van die menslike liggaam 
alhier kon plaasvind. In hierdie rigting is onverwyld gewerk, en is 
daar ook binne betreklik korte tyd welsale behaal. Daarna moes 


weer aan ander belangrike vereistes in verband met Anatomie 
voldoen word. 

*n Volle Departement van Anatomie vereis ruime en goeie huis- 
vesting, en bowendien—ten gevolge van die aard van die vak— 
huisvesting van ‘n besondere soort. Ons bestaande Universiteits- 
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geboue was reeds s6 swaar beset, dat daar nie aan te dink was om 
Anatomie, al was dit ook net vir die begin, in een van die bestaande 
Universiteitsgeboue onder dak te bring nie. 

Alles in aanmerking genome, was daar net één uitweg: vanweé 
die addisionele eise wat aan Fisiologie gestel sou word, en veral 
vanweé die behoeftes van Anatomie, moes ’n groot, nuwe gebou 
opgerig word, wat hierdie twee Departemente kon huisves en in 
alle opsigte aan hulle behoeftes sou voldoen. Dit sou ’n kosbare 
gebou wees—dit het ons almal geweet. En dit sou ook ’n wedren 
met die tyd meebring, want die gebou moes nog vO6r die einde van 
1956 (d.w.s. vanjaar) voltooi wees, sodat daar geleentheid sou wees 
om laboratoria in te rig en die nodige kadawers, snitte en modelle 
gereed te hé teen die tyd dat die klasse in 1957 begin. 

In die lig van hierdie dringende omstandighede het die Univer- 
siteit besondere stappe gedoen om die oprigting van die gebou 
soveel doenlik te bespoedig, en baie van u het seker ook al gesien 
watter goeie vordering op die oomblik daar op die mooi, groot 
perseel tussen De Beerstraat, Merrimanlaan en Bosmanstraat met 
hierdie gebou gemaak word. Die gebou beloof om nie slegs ’n sieraad 
onder ons Universiteitsgeboue te wees nie, maar om terselfdertyd ’n 
waardige, moderne tuiste te word vir die beoefening van twee 
wetenskaplike studierigtings waarop die welslae van ons Genees- 
kundige Fakulteit in hoé mate gegrondves sal wees. 


PERSONEEL 


*n Ander besonder moeilike vraag waarvoor die Universiteit te 
staan gekom het, is die verkryging van die nodige, goed-gekwalifi- 
seerde personeel. Op die mediese terrein, net soos op sommige 
ander terreine soos die regte, die handelswetenskappe en die 
ingenieurswese, gaan dit dikwels baie moeilik om die werklik 
goeie, bekwame man vir die universiteitswerk te kry, omdat so 
iemand daarbuite in die praktyk veel meer kan verdien as wat sy 
universiteitsalaris vir hom kan inbring en hy dus ’n aansienlike 
geldelike opoffering moet maak as hy die universiteitswerk aanvaar. 
Die universiteitswerk het ongetwyfeld ook wel sekere voordele, 
soos ’n aangename werkomgewing, geleenthede vir navorsingswerk, 
en ’n redelike pensioenskema, maar hierdie dinge kan in die reél 
tog moeilik opweeg teen die opoffering wat van die betrokke 
persone gevra word. Per slot van rekening kom dit daarop neer 
dat ’n mens die man moet kry wat ’n goeie, bekwame man is, 
maar wat bereid is om die opoffering te maak omdat hy van die 
akademiese lewe en van die omgang met studente hou, en omdat 
hy voel dat hy ook ’n bydrae in ’n saak van groot, blywende belang 
wil lewer. Daarby moes daar rekening gehou word met die feit 
dat mediese professore, in die belang van hulle akademiese werk, 
nie van die praktyk afgesny moes word nie, maar dat hulle minstens 
’n beperkte private praktyk toegelaat moes word, sodat hulle in 
—— voeling met die praktiese sye van die mediese beroep kan 
bly. 

Om onder sulke omstandighede ’n personeel vir ’n nuwe genees- 
kundige fakulteit te vind, is geen gemaklike taak nie. Vir Stellen- 
bosch was die taak om verskillende redes des te moeiliker: ons 
lé nie in ’n groot stedelike gebied nie; ons moet mense hé wat die 
Afrikaanse taalmedium goed beheers; en ons kan, aangesien ons 
ons jong fakulteit van die begin af deeglik wil opbou, geensins 
bekostig om dosente aan te stel wat nie oor die allerbeste weten- 
skaplike onderlegdheid beskik nie. Vandaar dat die Universiteit 
reeds geruime tyd op die uitkyk was na persone wat hy as dosente 
kon benoem. Vandaar ook dat ek ’n jaar gelede by die amptelike 
opening van die Universiteit bevoegde persone, wat in moontlike 
benoeming stel, of wat die Universiteit van raad kon bedien, uitge- 
nooi het om met ons in verbinding te tree. 

Hierdie probleem is vir die Universiteit egter geen nuwe probleem 
nie. Voorheen het hy al verskeie kere die oplossing daarvoor moes 
vind, by name enige jare gelede toe ons in die oorlogstyd ons Fakul- 
teit van Ingenieurswese gestig het. Onder uiters moeilike omstandig- 
hede het ons toe ’n deeglike personeel daarvoor verkry. S6 het dit 
nou ook met die eerste poste van die Geneeskundige Fakulteit 
gegaan. Dit het op ’n wyse verloop wat ons met groot dankbaarheid 
vervul en ons met vertroue die toekoms tegemoet laat gaan. 

Dit sal my vergun word om hier die name van die persone te 
noem wat reeds aangestel is: > 

Dr. F. D. du T. van Zijl is aangestel as Professor van Chirurgie, 
en tewens as Dekaan van die Fakulteit van Geneeskunde. Dit 1s 
vir my nouliks nodig om te sé hoe dankbaar ons almal oor hierdie 
benoeming voel, Ons ken dr. Van Zijl goed, en ons weet hoe seer 
hy hom steeds vir die belange van die Universiteit van Stellenbosch, 
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en veral van die Geneeskundige Fakulteit, beywer het. Ons kan 
ons geen beter man voorstel om die leiding van die jong fakulteit 
op hom te neem en vir die verdere beplanning en uitbouing daarvan 
te sorg as dr. Van Zijl nie. Verder is daar twee ander uiters belang- 
rike aanstellings gemaak; t.w. dr. A. J. Brink as Professor van 
Interne Geneeskunde; en dr. J. N. de Villiers, as Professor van 
Ginekologie en Verloskunde. Hierbenewens mag ek melding maak 
yan die benoeming van mnr. N. H. F. Harington, as Tegnikus in 
die Departement van Anatomie, wat, ofskoon hy nie in doserende 
hoedanigheid sal optree nie, as Tegnikus onmisbare werk in 
genoemde departement sal doen. 

Hierdie persone wil ons gelukwens met hulle benoeminge; 
ons verheug ons dat hulle tot die geledere van die Universiteit van 
Stellenbosch toetree, en ons wil hulle van harte in ons midde 
yerwelkom. Met verloop van tyd sal daar nog verskeie verdere 
aanstelling in ons Geneeskundige Fakulteit gemaak moet word, 
oa. van ’n Professor van Anatomie wat nou reeds baie dringend 
geword het. Ons vertrou dat hierdie aanstellinge met dieselfde 
welsale as die reeds genoemdes gemaak sal kan word. 


’N MEDIESE BIBLIOTEEK 


Ek noem nog ’n laaste probleem waarmee die Universiteit by die 
oprigting van sy Fakulteit van Geneeskunde te kampe het. Vir 
enige Universiteit wat so ’n Fakulteit het, is ’n mediese biblioteek ’n 
noodsaaklikheid. Daar moet in so ’n biblioteek die nodige boeke 
oor die verskillende vertakkinge van die mediese wetenskap wees, 
en daar moet ook—wat van die allergrootste belang is—die nodige 
mediese tydskrifte wees. Dit is tewens wenslik dat daar ou reekse 
van mediese tydskrifte sal wees, want dit is dikwels uit sulke ou 
tydskrifreekse dat die vordering van mediese navorsing die beste 
beoordeel kan word. 

In hierdie verband het ons vandag met ’n belangrike en moeilike 
probleem te doen: daar is wel sekere biblioteekfasiliteite waarvan 
ons gebruik sal kan maak, maar ons het nog geen noemenswaardige 
eie mediese biblioteek nie. Dit is *n gebrek wat ons baie goed besef 
en waaraan ons besig is om ernstige aandag te wy. Ons weet ook 
dat nuwe fakulteite, en veral geneeskundige fakulteite, gewoonlik 
by die begin met hierdie vraagstuk te kampe het, en dat dit gaande- 
weg opgelos kan word. Dit neem egter nie weg nie dat ons van 
die erns van die saak terdeé bewus is, en dat ons alle pogings in 
die werk sal stel om hierdie tekortkoming so gou moontlik aan te 
suiwer. 

Om dit moontlik te maak, wil ek vandag ’n baie dringende beroep 
op oud-studente, vriende en alle belangstellendes doen: Sal u 
dan nie, aangesien u die dringende behoefte van die Universiteit 
ken, ons hierin u bystand gee nie? Sal u ons dan nie met geldelike 
bydraes help om ’n sterk biblioteekfonds op te bou nie? Sal u ons 
dan nie nuttige mediese boeke laat toekom, wat vir studente en 
dosente van waarde kan wees nie? Daar is so baie mediese prakty- 
syns en spesialiteite wat oor groot boekerye beskik, wat hulle 
miskien self maar min gebruik, maar wat in ’n biblioteek van ‘n 
jong mediese fakulteit vir studente en dosente van groot waarde 
kan wees. Wil u dan nie oorweeg om sulke boekerye, of gedeeltes 
daarvan, as dit vir uself nie meer van veel praktiese nut is nie, aan 
die Universiteit van Stellenbosch te skenk nie? 

Ek wil baie nadruklik vra dat almal wat ons hierin kan help, 
tog nie agterweé sal bly nie, maar dadelik na vore sal kom. Ons 
het hulle hulp nou dringend nodig: wat hulle vir die biblioteek 
van ons Geneeskundige Fakulteit doen, doen hulle vir die Univer- 
sitet van Stellenbosch, maar doen hulle bowenal vir ons jong 
geneeshere en vir die gesondheid van ons volk. Die Universiteit 
wil die versekering gee dat hy self nie die hande sal vou en net op 
andere sal wag nie; hy sal self uitspring en self ook alles doen wat hy 
kan om die ideaal van ’n geskikte, waardige geneeskundige biblio- 
leek te verwesenlik. 

Ek meen dat ek u hiermee ’n insig gegee het in die wyse waarop 
die Universiteit sy Geneeskundige Fakulteit tot stand gebring het, 
tn in die probleme waarmee hy te doen gekry het en vandag ook 
nog te doen het. Hierdie gebeure behoort grotendeels tot die 
verlede. Ons is egter geroepe om nie net na die verlede te kyk nie; 
ons moet ons blikke ook vlugtig in die toekoms werp. Die feit is 
mmers dat die Fakulteit nou werklikheid geword het, en dat hy 


Yoor die toekoms staan. Watter koers gaan hy in die toekoms 
inslaan ? 
OPLEIDINGSBELEID: OORSESE FAKULTEITE 


Ek het die voorreg gehad om enkele weke gelede van ’n groot en 
velomvattende reis terug te keer. Een van my vernaamste oog- 
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merke was om in die buiteland, vernaamlik in die Verenigde State 
van Amerika, mediese skole en opleidingshospitale te besoek, ten 
einde vas te stel wat in die buitewéreld gebeur wat vir ons, met die 
oog op die stigting van ons eie Fakulteit, van waarde kan wees. 
Die Carnegie Korporasie van New York, wat op die hoogte was 
van die voornemens van die Universiteit van Stellenbosch, het 
geoordeel dat die werk van die Universiteit deur so ’n reis gebaat 
kan word. Ek maak dus met erkentlikheid gewag van die ruime 
reistoekenning wat my eggenote en ek van die Korporasie in 
verband met hierdie reis ontvang het. 

As ek onder *n groot verskeidenheid van interessante en leersame 
indrukke één indruk moet afsonder wat met betrekking tot die 
toekoms van ons Mediese Fakulteit van groot belang is, dan is dit 
dit: In Amerika, Kanada en Brittanje word vandag baie sterk 
gevoel dat die geneeskundige opleiding sekere rigtings opgegaan 
het, wat op hulle tyd wel goed en verstaanbaar was, maar wat 
vandag in ’n mindere of meerdere mate verouderd en uitgedien 
geraak het. Daarom word die noodsaaklikheid daarvan besef 
dat ons die bestaande toestand deeglik in oénskou moet neem, dat 
ons ons opnuut oor die doel en metodes van die mediese opleiding 
moet besin, en dat ons met openhartigheid moet probeer bepaal in 
hoeverre wysigings in ons gevestigde beskouinge en gebruike 
nodig geword het, ten einde by nuwe omstandighede aan te pas en 
in ’n nuwe, veranderende wéreld die beste resultate te bereik. 

Die noodsaaklikheid hiervan is veral ten tyde van ’n vyfdaagse 
konferensie, wat in November 1952 by Colorado Springs in die 
Verenigde State gehou is, op oortuigende wyse aan die lig gebring. 
Danksy finansiéle steun van Rockefeller Foundation, die Common- 
wealth Fund en verskeie ander stigtings, het afgevaardigdes van 76 
Amerikaanse en Kanadese geneeskundige skole by hierdie geleent- 
heid ingegaan op die vraagstuk van—soos dit op die Konferensie 
geformuleer is—,the teaching of medicine in the light of the changing 
pattern of medical care and medical education’. Die omvattende 
verslag. wat nadien van die konferensie se verrigtinge deur die 
Journal of Medical Education in die lig gegee is. het veel daartoe 
bygedra om die gedagte van hervorming in die geneeskundige 
onderwys onder die aandag te hou en krag by te lé. 

Die hoofgedagte wat op hierdie konfetensie uitgespreek is, het op 
verskillende plekke onder gesaghebbendes weerklank gevind. 
Invloedryke geneeskundige tydskrifte, soos die British Medical 
Journal en The Lancet, het ook heelwat aandag daaraan gewy, en 
het, afgesien van inleidingsartikels, bydraes van bekende medici en 
mediese organisasies laat verskyn. Aldus het daar allerweé lewendige 
belangstelling gekom, en word daar vandag naarstiglik getrag om 
duidelikheid oor nuwe beskouinge te kry en verbeteringe te bewerk- 
stellig. 

Veral in die Verenigde State is hierdie strewe vandag baie sterk. 
Onder die leiding van vooraanstaande, gesaghebbende manne word 
dit bevorder en voortgedra, manne soos dr. George Packer Berry 
(dekaan van die Fakulteit van Geneeskunde van Harvard), dr. 
Lester Evans (uitvoerende beampte van die Commonwealth Fund in 
New York), dr. Henry Bakst (professor aan die mediese skool van 
die Universiteit van Boston) en dr. John Youmans (dekaan van die 
geneeskundige fakulteit van die Vanderbilt-Universiteit). Ek het 
die voorreg gehad om met al hierdie manne persoonlik kennis te 
maak, en het in die loop van lang samesprekings met hulle onder die 
indruk daarvan gekom dat dit vir ons van die allergrootste belang 
sal wees om van hulle idees ernstig notisie te neem. 


OMVATTENDE GENEESKUNDE 


Omvattende Geneeskunde 


Laat my ’n paar van dié idees kortliks stel. Die eerste idee 
wat beklemtoon word, is dié van omvattende geneeskunde (‘com- 
prehensive medicine’). Daar is gevind dat die geneeskundige 
onderwys tot ’n groot mate van die samelewing, en selfs gedeeltelik 
van die Universiteit in sy volheid, los geraak het en meer en meer 
as iets aparts beskou is, sodat die opleiding van medici taamlik eng 
en eensydig geword het. Daar is gaandeweg soseer op die siekte- 
versk ynsel as sodanig gekonsentreer, dat die mens wat siek is, en die 
samelewing en omgewing waaruit hy kom, tot op sekere hoogte 
uit die oog verloor is. 

Dit beteken nou geensins dat daar nie waardering is vir die 
enorme vooruitgang wat in die afgelope jare op geneeskundige 
gebied gemaak is nie, soos vooruitgang in verband met die Chirurgie 
die Patologie, die Bakteriologie en die Farmakologie. Dit beteken 
ook nie dat daar aan die suiwer wetenskaplike kant van die mediese 
onderwys opgeoffer moet word om aan die sosiale kant te wen nie. 





304 S.A. MEDICAL JOURNAL 


Dit beteken net wat dr. Berry in ‘n mediese artikel gesé het: 
Scientific medicine must become comprehensive medicine, yet not 
become thereby any less scientific. Dr. Ward Darley, President 
van die Association of American Medical Colleges, het dit ook 
goed raakgesien toe hy in 'n bydrae in die Colorado Quarterly 
in 1952 o.a. geskryf het: ,It is now realized that more attention 
should be given to the significance of the interplay that is developing 
between medicine and our socio-economic structure.’ 

Kortom dan, hoe belangrik die siekteverskynsel as sodanig ook 
al is, dis die mens wat siek is en genees moet word, en daarom sal 
die mediese opleiding, as dit werklik doeltreffend en werklik 
wetenskaplik wil wees, alle sye—materiéle en geestelike—van die 
mens se lewe in aanmerking moet neem. Slegs op hierdie wyse 
kan ‘n behoorlike begrip van die siekteverskynsel verkry word, 
wat dit weer moontlik kan maak om die siek mens so gou doenlik 
te genees. Dit beteken dat daar in die geneeskundige opleiding ’n 
baie noue samewerking met ander vakgebiede, soos bv. Sielkunde, 
Maatskaplike Werk, Regte en Ekonomie moet wees. En as die 
medikus dan later in die praktyk staan, sal hy vanselfsprekend 
steeds in die nouste voeling met bv. die predikant, die sosiale 
werkster en die magistraat werk. In die lig hiervan besef ’n mens 
terdeé die waarheid van ’n retoriese vraag wat daar in die jaar- 
verslag van die Commonwealth Fund vir 1952 voorkom, nl. 
,Can scientific medicine be anything less than comprehensive?” 


Gesinsversorging 


Ek kom by ’n ander belangrike gedagte: die gedagte van gesins- 
versorging (,family care’). Hierdie idee is reeds sowat 70 jaar gelede 
aan die Mediese Skool van die Universiteit van Boston aanvaar, 
en dit word hier sedert 1948—d.w.s. na ‘n tydperk van verslapping— 
nou weer met nuwe erns deurgevoer. Dit is vernaamlik aan die 
energieke leiding van dr. Henry Bakst te danke dat die gedagte 
alhier met soveel welslae toegepas is. 

Volgens hierdie beskouing word gemeen, eerstens, dat die 
pasiénte, wat vir mediese onderwys die nodige kliniese materiaal 
moet uitmaak, nie net in die opleidingshospitaal te vinde is nie; 
en tweedens, dat die opleidingshospitaal nie in alle opsigte kan 
voldoen aan die vereistes wat gestel word aan die plek waar genees- 
here opgelei word nie. Senior studente gaan dus, onder toesig van 
hulle dosente, buite die hospitaal en werk vir sekere periodes in 
die huisgesinne self. Hier sien hulle van dag tot dag die werklike 
toestande waarmee hulle later as geneeshere te doen sal kry, en 
hier leer hulle om die verantwoordelikheid van hulle werk te dra— 
al is dit ook dat hulle weet dat hulle steeds om raad en leiding na 
hulle dosente kan gaan. 

Die pasiént is dus nie net ‘n ,geval’ met ’n etiket in die hospitaal 
nie. Hy is ’n werklike mens, iemand wat ’n lid van ’n huisgesin is, 
iemand wat in daardie huisgesin siek geword het, iemand wat in 
die vreugde van daardie huisgesin deel en die kommer van daardie 
huisgesin moet help dra, iemand wat in daardie huisgesin sy gesond- 
heid moet herwin en dit daar moet behou. Dit is die werklike 
lewe wat hier in die huisgesin gesien word; dit is iets heel anders as 
die viekloos-witgeverfde mure van ’n moderne hospitaalkamer. 

Terwyl die waarde—ja selfs die onmisbaarheid—van die op- 
leidingshospitaal geredelik erken word, is dit egter "n onbetwisbare 
feit dat hier in die huisgesinne, veral in die behoeftigste huisgesinne, 
*n groot veld lé waar die jong geneesheer ’n waardevolle deel van sy 
opleiding kan deurgaan, en wat in noue aansluiting met die op- 
leidingshospitaal gebruik kan word. Die groot waarde van hierdie 
gedagte lé opgesluit in die kernagtige woorde waarmee ’n besoeker 
aan die Bostonse Mediese Skool dit onlangs uitgedruk het: ,The 
actual experience of the student, not a hypothetical situation, is 
the basis for his training.’ 


Koérdinering en Integrasie van Leergange 


Laat ek kortliks nog ‘n derde gedagte stel, nl. intensiewe ko- 
ordinering en integrasie van leergange. By baie mediese skole 
is dit gebruiklik dat die verskillende vakke in die verskillende 
studiejare op tradisionele wyse volgens ‘n vaste rooster gegee 
word. Tussen departemente is daar dan ook weinig voeling, en 
elkeen gee maar aan die studente wat hy nodig ag. Daar word 
nie gevra wanneer ’n student met dié of daardie vak, of besonder- 
hede van ’n vak, moet kennis maak nie, en ook nie hoe die inhoud 
van vakke, sé bv. Bakteriologie en Patologie, by mekaar aangepas 
en ingeskakel moet word nie. ’n Student leer soveel vakke, bv. 


Fisiologie, Anatomie, Farmakologie, Chirurgie ens., en dit word 
in sy gedagtewéreld nie genoegsaam tot ’n eenheid saamgesmee om 
die gewenste eenheidsresultaat, nl. ’n goeie geneesheer, te lewer nie. 
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Die erkenning van hierdie tekortkoming het daartoe gelei dat 
verskeie universiteite diepgaande ondersoeke uitgevoer het en, 
ten einde ’n verstandige integrasie van die verskillende studievelde 
te verkry, radikale wysigings in hulle indeling van kursusse gemaak 
het. Die radikaalste stappe van hierdie aard is seker dié wat aan 
die Mediese Skool Western Reserve in Cleveland onder leiding van 
die Dekaan, dr. Joseph T. Wearn, gedoen is. Hier is die verskillende 
departemente, as sodanig, oorboord gegooi. Die onderwys word nie 
deur verskillende departemente apart behartig nie, maar inter- 
departementele groepe van dosente neem die onderwys waar, 
en elke lid van ’n groep gee onderwys in die vak, of onderdeel van’n 
vak, waarin hy die beste onderleg is. Die gewone departementele 
indeling van dosente bestaan daar eenvoudig nie. 

Daar is gesaghebbendes wat die vraag stel of hierdie stappe nie 
te ver gegaan het nie, en of so ’n besliste frontaanval op die hele 
gevestigde mediese leerplan nie die gewone nadele van ’n kragtige 
frontaanval inhou nie, nl. dat dit te radikaal en vernietigend is, 
en ook die goeie, saam met die slegte, uitwis. Hoe dit sy, Western 
Reserve is met ’n moedige proefmeming besig, waarvan belang- 
stellendes in die mediese onderwys gretiglik die uitkoms afwag. 

Integrasie en kodrdinasie hoef egter nie noodwendig sé ver te 
gaan nie. Dit is elke mediese fakulteit se eie saak om na te gaan en te 
bepaal in hoeverre hy dit nodig ag. Dit kan wees dat daar op die 
meeste plekke dan sal gebeur, wat bv. aan die Mediese Skool van die 
Duke-Universiteit in North Carolina gebeur het, nl. dat die alge- 
mene bekende raamwerk van die mediese opleiding behou word, en 
dat, met inagneming daarvan, deur onderlinge oorlegpleging tussen 
departemente dié mate van kodrdinasie en integrasie verkry word 
wat onder gegewe omstandighede die verstandigste is. 

Ek kon nog verskeie ander gedagtes genoem het, maar my tyd is 
naasteby verstreke en ek moet afsluit. Uit wat ek aangevoer het, 
sal dit egter reeds genoegsaam duidelik wees dat daar, in die groot 
wéreld daarbuite, nie ’n selfvoldane tevredenheid in verband met 
die tradisionele stelsel van geneeskundige opleiding bestaan nie. 
Sekere gedagtes het opgekom en word in die praktyk getoets ten 
opsigte waarvan ons nie afsydig kan staan nie. 

Ek het gesé dat ons Geneeskundige Fakulteit ’n deeglike, 
hoogstaande fakulteit moet wees. Aangesien ons dit met al ons 
kragte wil nastrewe, gaan ons ook hierdie nuwe beskouinge onder- 
soek, en gaan ons vasstel wat en hoeveel daarvan ons kan gebruik, 
of watter ander gedagtes ons onder ons besondere omstandighede 
in toepassing moet bring. Ons het immers altyd van die stand- 
punt uitgegaan dat ons nie maar net ’n Geneeskundige Fakulteit 
wil hé nie: die Fakulteit moet nie die doel op homself wees nie. 
Maar ons het gesé dat ons ’n Fakulteit wil stig omdat Suid-Afrika 
nog ’n Fakulteit nodig het. Hierdie feit verg van ons dat ons, 
waar ons nou ’n koers vir die toekoms gaan kies, sal besluit in 
hoeverre ons bv. die beginsels van omvattende geneeskunde, van 
gesinsversorging en van koérdinasie en integrasie van studievakke 
gaan toepas. Op hierdie wyse hoop ons dan om met die nuwe 
fakulteit te bereik wat die Universiteit van Stellenbosch nog altyd 
as sy ideaal gestel het, en wat ons ouer fakulteite reeds so lank al 
doen, nl. om die wetenskap te dien, en, deur die diens aan die 
wetenskap in hierdie land, ook die volk van Suid-Afrika te dien. 


DANKBETUIGING 


Aldus is die taak van die stigting van ons Geneeskundige Fakulteit 
volbring en staan ons vandag op die drumpel van die toekoms. 
By hierdie geleentheid voel ons ’n behoefte daaraan om diegene 
wat ons in hierdie groot saak so onvermoeid en getrou gehelp het, 
ons innige dank toe te bring. E 

Ek dink aan verskeie mense buite die akademiese kringe van die 
Universiteit. Ek dink veral aan ons gewese Eerste Minister, 
ons Kanselier, gevierde oud-student en getroue vriend van dic 
Universiteit van Stellenbosch: Dr. D. F. Malan. Ons wat so nou 
met die werk van die verlede verbonde was, ons weet wat dr. 
Malan vir ons beteken het. 

Ons noem ook die naam van ons ontslape vriend, dr. Karl 
Bremer. Hy was een van die sterkste voorstanders van ‘n Stellen- 
bosse Geneeskundige Fakulteit, en hy het hom, veral toe hy Vise- 
Kanselier van die Universiteit was, onvermoeid daarvoor beywer. 
Dit is gepaste, dankbare hulde aan sy nagedagtenis dat die nuwe 
hospitaal by Bellville na hom vernoem is. 

Ek dink ook aan Sy Edele die Administrateur van Kaapland. 
Ons is dankbaar dat ons vorige Administrateur, mnr. Johan 
Carinus, wat terselfdertyd reeds lank lid van die Raad van die 
Universiteit is, ons saak gunstig gesind was en ons in ‘n uiters 
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moeilike stadium onmisbare steun verleen het. Ons is ook besondere 

dank verskuldig aan ons huidige Administrateur, mnr. P. J. 

Olivier. Op mnr. Olivier se skouers het van die allermoeilikste 

werk gekom, maar met ’n seldsame helderheid van blik en ’n 

oorheersende billikheidsgevoel het hy deurslaggéwende beslissings 
wat die respek van alle partye afgedwing het. 

Ek dink ook aan die agtereenvolgende Ministers wat die werk 
yan Onderwys, Kuns en Wetenskap in die afgelope agt jaar behartig 
het, insonderheid aan die huidige Minister, mnr. J. H. Viljoen. Ek 
weet dat ons hulle—en veral mnr. Viljoen—baie lastig geval het, 
maar hulle het ons darem ook soms in moeilike hoeke gejaag en ons 
lelik laat bontstaan. Ons waardeer egter die kalme, onpartydige 
gees waarin hulle die saak gehanteer het, en ons weet ook dat hulle 
ons, in die belang van ons goeie saak, gedwing het om behoorlik 
yan ons planne rekenskap te gee. 

Ek dink verder aan ons vriend en Raadslid, dr. F. D. du Toit 
van Zijl, wat ure en ure van sy kosbare tyd aan ons saak gewy het en 
telkens maar weer bereid was om ondersoeke uit te voer en same- 
sprekings te hou, ten einde oplossings vir netelige vraagstukke te 
vind. Ek noem hom hier saam met die persone wat nie in ons 
akademiese kringe gestaan het nie; ek is egter van harte bly dat ek 
hom in die toekoms saam met die persone binne ons akademiese 
kringe kan klassifiseer. 

Ek kan ook nie nalaat om ons donateurs te noem nie. 
is tal van hulle: skenkers van groot bedrae, en skenkers van 
klein sommetjies. Sonder fondse—en groot fondse, soos ons 
gesien het—kan ’n mens nie ’n geneeskundige fakulteit stig nie. 


Daar 


INQUESTS ON FIVE PERSONS WHO 


Inquests held at Cape Town on 3, 8 and 17 March 1956 at Magis- 
trates Court Cape Town before Mr. J. H. Basson, additional 
magistrate, assisted by Dr. R. J. Smit, Chief Regional Health 
Officer, Cape Town, as medical assessor, on five persons who 
died after blood transfusions. 


VERDICT 

The Court finds: 

in That the causes of death of the deceased persons were as 
ollows: 

(a) Andrew Levy, Coloured male aged 68 years, who died in 
Groote Schuur Hospital. Death due to infective gangrene of the 
right foot associated with pulmonary tuberculosis and bron- 
chiectasis and precipitated by a reaction to a transfusion with 
bacterially contaminated blood administered as pre-operative 
treatment for the gangrenous foot. 

(6) Louis Saddington, European female aged 55 years, who 
died in Groote Schuur Hospital. Death due to shock caused by 
transfusion with bacterially contaminated blood administered as 
pre-operative treatment for carcinoma of the cervix uteri. 

(c) Frances Sarah Moses, Coloured female aged 36 years, 
who died in Groote Schuur Hospital. Death due to septicaemia 
and shock caused by transfusion with bacterially contaminated 
blood administered as pre-operative treatment for an abdominal 
pain of undiagnosed origin. 

_ (d) Maria Stemmet, Coloured female aged 37 years who died 
in the Peninsula Maternity Hospital. Death due to post partum 
haemorrhage from a ruptured uterus following upon delivery of a 
full term infant and associated with toxaemia of pregnancy. 
Death was precipitated by shock from blood transfusions with 
bacterially contaminated blood administered for an emergency 
surgical operation to control the uterine bleeding. 

(e) Laura M. C. Schenk, European female aged 63 years, 
who died in Conradie Hospital. Death due to shock following 
upon transfusion with bacterially contaminated blood administered 
or the immediate post-operation treatment of a total gastrectomy 
operation for carcinoma of the stomach. Deceased was also 
suffering from high blood pressure and a post operative generalized 
Plastic peritonitis. 


THE CAUSES OF CONTAMINATION 
) it 
bay That the causes for the contamination of the blood were as 
WS: 
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Ons donateurs het dit vir ons moontlik gemaak. Ons wil hulle 
verseker dat hulle donasies goeie beleggings is, die beste beleggings, 
want ofskoon hulle geen rente in die vorm van geld sal ontvang nie, 
sal hulle rente bestaan in die wete dat hulle ’n blywende diens aan 
ons jongmense en aan die gesondheid van almal gelewer het wat 
Suid-Afrika as hulle vaderland ken. 

En nou wil ek ook die mense binne ons akademiese kringe noem. 
Daar is die lede van verskillende komitees; daar is indiwiduele 
professore en andere. Maar daar is veral die naam van één man 
wat in hierdie verband onvergeetlik sal bly; dit is die naam van 
hom wat ek die eer gehad het om op te volg: Dr. R. W. Wilcocks. 
Ek was persoonlik oor verskeie jare heen getuie daarvan hoe hy 
met kalme toegewydheid en onblusbare onvermoeidheid voort- 
gegaan het om hierdie saak te bevorder, en hoe hy steeds wel- 
oorwoé, insigryke leiding aangegee het. Ons wil maar net hoop 
dat ons goed sal volbring wat hy so goed begin, so goed aangevoor 
en reeds so ver bevorder het toe hy die tuig as Rektor neergelé het. 

Ek sluit af met dié gedagte: Laat ons dankbaar wees vir wat ons 
vandag beleef; laat ons dankbaar wees vir ons nuwe Fakulteit; 
maar laat dit vir ons ’n spoorslag wees tot nuwe inspanning en nuwe 
toewyding in die toekoms. Laat ons besef dat ons as jong volk in ’n 
jong land, ’n geweldige taak, maar terselfdertyd ’n seldsame 
geleentheid, voor ons het. Dit is waar van ons Universiteit as 
geheel, maar dit is insonderheid waar van ons Fakulteit van 
Geneeskunde. 

Mag ons nuwe Fakulteit dan sy taak met beslistheid aanpak, 
en mag jy ook die groot geleentheid met albei hande aangryp. 


DIED AFTER BLOOD TRANSFUSION 


The anti-coagulent salt solution which was added to the pilot 
tubes had become accidentally contaminated with aerogenes 
coliform bacteria, presumably when it was in the stock bottle. 
These pilot tubes are attached to the blood bottles to contain 
samples of the donor’s blood for carrying out necessary pre- 
transfusion cross matching tests against the patients’ blood so as 
to make certain that the two bloods are compatible. These pilot 
tubes are not sterilized by the laboratory which has never claimed 
to do so. The tubes are not sterilized because of practical technical 
difficulties in attempting to do so, e.g. blowing of the corks and 
evaporation of the anti-coagulent fluid on heating. 

The blood samples are normally collected into the pilot tubés 
after the blood from the donors has been collected into the bottles. 
With this procedure there is thus no danger of the blood in the 
bottles being contaminated from the pilot tubes. Chiefly because 
of complaints that the samples of blood in the pilot tubes often 
contained small clots rendering the interpretation of the pre- 
transfusion cross matching tests difficult, Dr. E. Weller, medical 
officer to the Western Province Blood Transfusion Service, decided 
to modify the technique for collecting blood so that the pilot 
tubes were filled before filling the bottles. As a result of this new 
procedure, it has now become apparent that the needles on the 
far ends of the taking sets become contaminated with the infected 
anti-coagulent solution in the pilot tubes and that this infection 
was then transferred by the needle to the donors’ blood as the 
latter was run into the bottles. 

The Court wishes to add the following riders to its findings: 

1. Though Dr. E. Weller was responsible for the modification 
in the technique for collecting the donors’ blood, whereby this 
blood became dangerously infected with bacteria, the Court is 
of the opinion that she cannot fairly be held to have been medically 
negligent for the following reasons: 

(a) She volunteered her evidence and gave it fully and 
frankly so that it became quite clear to the Court that in 
modifying the technique for collecting the blood; she 
made, in good faith, an error of judgment. 

(b) She made the change in technique because it appeared 
to her to be the best way of obviating the complaints 
that the blood samples in the pilot tubes contained clots 
and also because this procedure would overcome many 
of the difficulties she was experiencing with untrained and 
often unskilled lay assistants. 

(c) She was reliably informed that this method of first 
collecting the samples of blood into the pilot tubes had 
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been long practised by the South African Blood Trans- 
fusion Service with apparent success and saftey. 

(d) She stated that she consulted a private pathologist who 
was a member of the Medical Advisory Subcommittee 
of the Service and that he had unreservedly approved of 
the proposed plan; and 

(e) She had also some two to three months prior to the 
accidents consulted Dr. M. C. Botha, the pathologist 
in charge of the Cape Provincial Blood Transfusion 
Laboratory. Dr. Botha had then informed her that, 
as the pilot tubes were not sterile, he was not in favour 
of the proposed change in the technique. He, however, 
advised her that he intended at some unspecified time 
in the future to attempt to sterilize these tubes and he 
gave her to understand that, if the pilot tubes were 
sterilized, there would be no objection to following the 
procedure that she suggested. 

Shortly before she modified the technique, Dr. Weller 
was informed by the technical officer at the laboratory, 
who was in charge of the sterilizing, that he could not 
that day provide her with pilot tubes as they were in the 
hot air oven. As it is an established practice for bac- 
teriologists to sterilize certain laboratory glassware by 

. heating it in hot air ovens, Dr. Weller concluded from 
this information that the pilot tubes were now being 
sterilized by the laboratory. This was, however, an 
erroneous conclusion on her part as the tubes were not 
being sterilized but merely dried in the oven after cleans- 
ing. 


CHECK ON REACTIONS 


2. The Court was perturbed at the apparent laxity amongst some 


medical practitioners, including the resident staff of Groote 
Schuur Hospital, in promptly reporting serious blood transfusion 
reactions to the Service and also in rendering returns to it in 
regard to all bottles of blood administered to patients. The Service, 
as is orthodox procedure with other blood transfusion services, 
requires these reports and returns to be made so that it can keep 
an effective check on its safety precautions and immediately 
investigate and rectify any complaints due to apparent fauits 
with the blood. In a printed leaflet of instructions which accom- 
panies every bottle of blood issued by the Service, a request is 
made to medical practitioners to report all reactions in patients 
with the minimum of delay and to make returns, in the printed 
forms supplied with the bottles, as to the result obtained with all 
bottles of blood administered to patients whether or not reactions 
occur. 

It is obviously in the interests of the medical profession as well 
as in the interests of the Service and the general public that these 
reasonable requests should be readily and timeously complied 
with by doctors and that thé medical staffs of public hospitals in 
particular should thus cooperate with the Service. 

The Court noted that, whereas the actual administration of 
blood to patients in the Groote Schuur Hospital was entrusted 
to internes, it was more senior members of the staff, e.g. registrars, 
who were normally responsible for ordering and supervising 
blood transfusions. Whatever internal arrangements the hospital 
may make for the reporting of reactions for investigations by its 


PASSING EVENTS : 


Union Department of Health Bulletin: Report for the 7 days ended 
8 March 1956. 

Plague. Smallpox. Nil. 

Thyphus Fever. Cape Province: No further cases have been 
reported from the Queenstown district and the Queenstown Munici- 
pal Area since the notifications of 12 January, and 9 February, 
1956, respectively. These areas may now be regarded as free from 
infection. Transvaal. No further cases have been reported from the 
Rustenburg district since the notification of 9 February, 1956. 
This area may now be regarded as free from infection. 

Epidemic Diseases in Other Countries. 

Plague: Nil. 


own pathologists, the Court is of the opinion that the onus for 
reporting serious reactions promptly and directly to the Service 
and for deciding what reactions are sufficiently serious to warrant 
such urgent reporting should rest with the responsible registrars 
and not the internes. The former should also, as supervising 
officers, be responsible for ensuring that the returns required by 
the Service on all bottles administered are rendered accurately 
and timeously to the Service by the latter. 


The resident pathologist of the Groote Schuur Hospital 
appears to have acted efficiently and conscientiously in regard 
to the laboratory investigations of the reactions as soon as it 
became apparent to him that the hospital was experiencing an 
unduly large number. The Medical Superintendent of Groote 
Schuur Hospital also acted wisely in immediately closing the 
hospital blood bank when the resident pathologist reported to 
him that the reactions had become dangerous in character. The 
Court, however feels that the Medical Superintendent should also 
have promptly advised an official of the Blood Transfusion Service 
of the position as soon as he realized that it was sufficiently serious 
as to warrant the emergency closure of the hospital bank, even 
though the causes of the reactions at that stage were unknown. 

3. As soon as the serious reactions were reported to the Western 
Province Blood Transfusion Service, this Service immediately 
closed its master and subsidiary blood banks, stopped the issue 
of all blood and recalled all unused bottles of blood still on issue. 
Also, as soon as the mode of contamination was suspected, it 
gave immediate instructions that the previous technique for 
collecting blood, whereby the pilot test tubes were filled after the 
bottles, was to be strictly adhered to in future. 

Though these unfortunate blood transfusion accidents led to 
several sad fatalities, the Court finds that they occurred under 
unusual circumstances and are most unlikely to be repeated in 
the future. The general public confidence in the Western Province 
Blood Transfusion Service should, therefore, be reassured and it 
should be borne in mind that the Service, over the last eighteen 
years, has rendered valuable service, through its unpaid voluntary 
donors, in saving many lives and in alleviating much suffering. 
Also its records indicate that this Service in the past has been 
conducted with great efficiency and safety and there is every 
reason to believe with confidence that it will long continue to be so. 

The Court wishes to stress the very great need for the closest 
possible co-operation between all bodies concerned in providing 
blood transfusion services, viz: the donor section responsible for 
providing the blood, the technical sections responsible for 
collecting and testing the blood and the clinical sections responsible 
for its administration to patients. 

Finally the Court understands that, under section 30 of Act 
No. 29 of 1954, which amends section 83 of the Medical, Dental 
and Pharmacy Act No. 13 of 1929, the Union Department of 
Health has drafted comprehensive regulations to control the 
activitites of blood donor services with special reference to their 
safe and efficient operation. 

In keeping with a promise made by the previous Honourable 
the Minister for Health, the various blood transfusion services in 
the Union are at present being consulted on the suitability and 
practicability of these regulations before they are finally promulga- 
ted which, it is hoped, will be at some time in the near future. 


IN DIE VERBYGAAN 


Cholera in Chalna (Pakistan). 

Smallpox in Moulmein, Rangoon (Burma); —Phnom-Penh 
(Cambodia); Ahmedabad, Allahabad, Bombay, Calcutta, Can- 
nanore, Delhi, Kandla, Kanpur, Madras (India); Abadan (Iran); 
Dacca (Pakistan); Saigon-Cholon (Viet-Nam). 

Typhus Fever in Baghdad (Iraq); Cairo (Egypt). 

* - * 


The Second World Congress on Fertility and Sterility will be 
held in Naples, Italy, on 18-26 May 1956. Details may be obtained 
from Dr. D. Jofe, 33 11th Avenue, Lower Houghton, Johannes- 
burg. Telephone 42-3508. 
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Research Forum, University of Cape Town: There will be a meeting 
of the Research Forum in the A-Floor Lecture Theatre, Groote 
Schuur Hospital, Cape Town, on Tuesday.3 April at 12 midday. 
Speaker Dr. L. Eales. Subject *Nora’—example of the new Adrenal 
Syndrome. Me “ 


Dr. R. Turner, Senior Government Pathologist, Cape Town, and 
Advisor in Pathology to the Union Health Department, has been 


CORRESPONDENCE 


BLEEDING IN LATE PREGNANCY 


To the Editor: \n my article under this title’ in the Journal of 10 
March an error is obvious if Tables I and III are compared. Two 
maternal deaths were not included in Table I. The reason for this 
omission is that the 2 expectant mothers were admitted to hospital 
in absolutely moribund states. Resuscitative measures were 
immediately instituted, and because of this treatment one patient 
managed to survive 2 hours and the other 2} hours. No other 
active treatment was therefore possible or instituted. These deaths 
should be included in Table I under the heading ‘Conservative’. 

Thus the sentence near the bottom of page 233 should read: 
‘These figures demonstrate the fact that in 3 years, out of 224 
mothers with placenta praevia, 4 were lost. All were emergency 
admissions, 2 had versions performed upon and within them, and 2 
were moribund and died before active treatment could be instituted. 

Correction of my error in the Journal will be much appreciated. 


James T. Louw 


1. Louw, James T. (1956): S.Afr. Med. J., 30, 231. 


USE OF SUGGESTION IN NOCTURNAL ENURESIS 


To the Editor: 1 would venture to suggest that in addition to the 
usual general treatments of restricting fluid intake, removing 
causes of anxiety etc., the following is of use in the treatment of 
nocturnal enuresis: 

I tell the parents, when they partially awaken the child to 
micturate at approximately 11 p.m., to suggest to the child that if he 
desires to pass urine during the night he will immediately awaken 
and pass urine in the bedside chamber. This seems to make a 
definite impression on the child’s subconscious mind, and after 
about 2-3 weeks an improvement is obtained and maintained. 

G. J. Budow 
52 Voortrekkerweg 
Goodwood 


Cape 
10 March 1956. 


THE MEDICAL AID SOCIETY SYSTEM 


To the Editor: The Report' of the Sub-Committee contains so 
much that needs amplifying and correcting from the viewpoint of 
the medical aid societies that we are venturing to trespass on the 
hospitality of your columns in order to set forth one or two aspects. 
Itmay be worth while to emphasize that the experience of medical 
aid societies is derived from nearly half a century of Union-wide 
operations, and that they originated by the spontaneous action of 
the man in the street who saw his own needs in this respect long 
before the medical profession did. 

During the past year it is estimated that the medical aid societies 
paid out fees totalling £1,250,000, and the payment of this vast 
sum was made expeditiously and without loss to the medical 
profession. The experience of the societies indicates that had the 
members been left under the private-patient principle to pay their 
own way, doctors would have had much difficulty in securing such 
Prompt payment. The present system of running societies, whether 
i extensive form or local units, is operating smoothly. 

We cannot agree that from the individual doctor’s point of view 
the distinction between medical aid and benefit societies is illogical. 

ragraph 2 (a), clauses (iii) and (viii) of the subcommittee’s 
recommendations, dealing with freedom of choice of doctor and 
comprehensive service, are inherent in medical aid societies and 
expressly excluded from benefit societies. Under the medical aid 
system the doctor of the patient’s choice receives payment for 
tach individual service, whereas under the benefit system appointed 

Ors only are available, and then in general are remunerated on a 
salary basis and not a service basis. 
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awarded a short-term fellowship by the World Health Organization 
to attend a seminar of the Public Health Laboratory Aspects of 
Virus and Rickettsial Diseases which is to be held in the ‘Escuela 
Nacional de Sanidad’, Madrid, Spain, from 15 to 25 April 1956. 
Dr. Turner will also visit London and Paris on behalf of the 
Union Health Department to familiarize himself with British and 
French methods for the laboratory control of the safety and 
potency of poliomyelitis vaccine. 


: BRIEWERUBRIEK 


It is implied that a vast number of persons with large incomes are 
in medical aid societies and that this wealthy group is using member- 
ship as a means to enjoy low fees. We can assure the Medical 
Association that there is no ground for such a belief. Most of these 
highly paid persons commenced in societies when their salaries 
were well below the average and during the years of their advance- 
ment they have brought prosperity and expansion to their employers. 
Their proportion remains under 1%. It is ungenerous to impute 
sharp practice to well-run medical aid societies in this matter, 
and to suggest that these societies stand to gain at the expense of 
the medical profession. The figure of £1,250,000 quoted above 
should give the lie to this, for it represents fees charged to people 
whose average incomes are under £500 per annum. The assurance 
given by a medical aid society concerning average salaries is based 
on fact. 

We may say that we take very strong exception to clause (ii) of 
paragraph 20 of the report, which appears to condemn the charging 
of composite or nominal fees where the society is not responsible 
and which, in our opinion, is grossly unethical and anti-social. That 
a patient should be liable for a fixed minimum fee, just because he 
has endeavoured to make some provision for ill-health, and 
regardless of his circumstances is an indefensible attitude to adopt. 
The Societies have always maintained and considered that it would 
be unethical to take any other attitude than that where the patient is 
not covered by the society, he must be treated as a private patient 
and charged according to his means, and not according to a fixed 
minimum, even if this is a preferential fee. This is in agreement 
with the sub-committee’s own principle—paragraph 2 (a) (vi)— 
that the cost of medical services should be paid for by the patient 
in accordance with his income status which, while it may justify a 
higher fee, might as easily justify a much lower one. 

With reference to paragraph 21, which stongly criticizes the 
6-month limit (as appearing in the Tariff) for the rendering of 
accounts to members of medical aid societies, we may say that we 
cannot see cause for complaint against the societies themselves. 
They must have a limit fixed for their liabilities, but this is a matter 
between the society and its member. The account is not prescribed, 
the liability is merely transferred to the member, who, is after all, 
the private patient of the practitioner and may be charged according- 
ly, if at fault. 

We feel that there is a real fallacy in bringing in increases in 
hospital and nursing-home fees, for members of societies have to 
bear the bulk of that themselves. In the average society about 12% 
of its expenditure is on ward fees, and in certain cases free hospitali- 
zation must be received for the patient who is unable to afford 
private hospital fees. Without the assistance of medical aid 
societies many members would never be able to occupy a ward in a 
private hospital. We must emphasize that we have no contracts 
with private hospitals and therefore the statement that we have 
granted increases in their fees is quite incorrect. , 

In passing, it may be pointed out that the majority of members 
covered by medical aid societies in the Union do not get any 
benefit for pharmaceutical preparations. It may with due respect 
also be mentioned that the physiotherapist is in a slightly different 
position from the medical practitioner. The nature of his work 
imposes severe physical limitations on the number of patients he 
can attend during a working day, and he is not in a position to 
attend more than about 3 patients an hour, and that for a limited 
number of hours. 

The comparison between the electrician on the one hand and the 
doctor on the other illustrates the illogicality of taking an isolated 
incident and attempting to prove a pattern. May we venture to 
bring the comparison into a truer perspective with a tabulated 
pattern beginning somewhat as follows, and at the same time 
suggesting that this hoary much-exploited red-herring be abandoned 


once and for all: ‘. 





308 


Electrician 


(1) The electrician has no round, 
each call is isolated and he 
seldom has a second call to the 
same person. 


Doctor 


Except for an outright emer- 
gency call, the doctor can 
usually incorporate the visit 
in his normal round; so the 
cases should be comparatively 
rare where he has to abandon 
his consulting rooms in terms 
of the case illustrated and then 
return to them. 


Assuming a case of 4 hours 
ever arose, the doctor would 
receive £3 3s. Od. for the first 
hour and £2 2s. Od. for each 
subsequent hour i.e. £9 Os. 0d. 


(2) A larger proportion of the 
electrician’s time is given to re- 
wiring, repairing stoves, re- 
frigerators etc., which might 
normally be expected to take 
up to 3 or 4 hours a case and 
he would receive 4 hours + 
17/6d. plus 12/- travelling, 
i.e. £4 2s. Od. 


It appears to us that the ciritcisms in the report are largely 
directed against the closed panel (benefit society) practice. We 
have refrained from any comment on this type of practice, but as 
far as they concern medical aid societies we would remind the 
medical profession that from time to time we have agreed, on 
— of our tens of thousands of members, to reasonable increases 
in fees. 

It is interesting to observe the intention of the Medical Association 
of South Africa to institute its own medical aid scheme and, in 
connection with the ‘deductible amount’ recommended in the 
report, it is pertinent to enquire whether this practice (of the 
patient paying the first, say, £5 Os. Od. of any claim) is to be extended 
to existing medical aid societies as well. In any event there appears 
to be a conflict of principle involved in the Medical Association 
itself, for did not Federal Council* refuse to approve a medical aid 
society which included the ‘deductible amount’ in its own constitu- 
tion? 

As all recognized medical aid societies are non-profit-making, 
it is obviously impossible for any financially unsupported concern to 
grant comparable benefits to those of a medical aid society without 
charging a higher premium. Therefore we can see no reason why 
employer-recognized medical aid societies should be discouraged, 
as we feel that they give the best protection for both the public and 
the doctor. 

Speaking as employer-recognized medical aid societies, we regard 
the statement that we are dominating and ruining the general 
practitioner as ridiculous. We have never attempted to do other 
than serve our members, for whose sake we exist, and to foster the 
relationship which is the most important, viz. that between the 
doctor and his paitent. 

Southern Council of Medical Aid Societies. 
P.O. Box 1019 
Cape Town 
9 March 1956. 


1. Report (1956): Contract Practice with particular reference to 
Conditions existing in the Transvaal, S. Afr. Med. J., 30, 114. 

2. Minutes of Meeting of Federal Council held in Pretoria on 13, 
14 and 15 October, item 86 (1955): Ibid., 29, 1176. 


RELAXANTS IN ANAESTHESIA 


To the Editor: When an investigation is made into the cause of 
anaesthetic deaths, in practically every instance the administrator 
emphasizes that the patient was sufficiently ventilated. It was this 
sort of evidence, | am sure, that forced eminent investigators such as 
Beecher and Todd' to make the assumption that the muscle 
relaxants were responsible per se. In fact all the evidence points 
to the occurrence of a state of hypoventilation, invariably due to 
inadequacy of the tidal volume. Perhaps Dr. Foster? of Liverpool 
University will agree with this. 

I am sure that there must be many who will agree that deaths 
occurring in the operating theatre form only a small percentage 
of anaesthetic mortality. When they occur from hypoxia there 
can be no question at all that carelessness, ineptness and inex- 
perience are possible factors. On the other hand it must be admitted 
that death may ensue as a result of a badly conducted anaesthetic, 
leading to prolonged hypoxia and hypercapnia. The circulatory 
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collapse thus produced can be held responsible for many of the 
cases in which ‘the operation was successful but the patient died.’ 
Many a physician has been consulted on cases where the surgeon 
has been mystified about the patient's poor post-operative condition. 
Some of them, I am sure, have learned to recognize the grave 
effects in a patient who is suffering from mountain sickness (hypoxia) 
but is severely poisoned as well by the ill-effects of excess CO 
(hypercapnia.) This indeed, is what hypoventilation really implies. 
Why should an otherwise healthy young individual who has been 
operated upon for say, a simple hernia, die on the 3rd or 4th 
post-operative day ? 

It will be interesting to know how Dr. Kok’s figures* would read, 
if cases such as the above are taken into consideration. What does 
Dr. Kok consider the correct category of the following death? A 
strapping healthy person is being anaesthetized for a minor pro- 
cedure, which could easily be performed under local anaesthesia, 
and develops severe laryngeal spasm while under pentothal. Grave 
hypoxia sets in and only after a considerable time is a sound airway 
restored together with normal respiration; consciousness has 
returned, but irreparable damage has been done to parenchymatous 
tissue, especially the brain, and the patient dies on the 7th day. 
1 consider this to be an anaesthetic death. How many of your 
readers would agree with me? 

As to the increase in anaesthetic mortality in this country, which is 
disputed by Dr. Roberts,‘ information is derived from surgeons and 
general practitioners from all over the country—death often took 
place long after the patient returned from the theatre. 

Let me stress the fact that I do not hold the relaxants directly 
responsible. On the contrary, their judicious use abolishes the once- 
dreaded hazard of laryngeal spasm, and hence obviates death from 
this complication in the theatre. The relaxant, however, does not 
lessen the mortality during the post-operative period if serious 
hypoventilation has been allowed to occur during the anaesthetic. 
These deaths appear to constitute the majority of those reported 
by Beecher and Todd, and you, Mr. Editor, are to be congratulated 
for focussing the attention of the anaesthetist in this country on 
this mortal and indisputable danger. 

Since it appears that I° have been misunderstood by some of your 
readers* .I would like to state clearly that I consider the muscle 
relaxants have become almost indispensable to modern anaesthesia. 
I have never attacked the use of the relaxants and, like all my 
colleagues, value them tremendously. However, I prefer the short- 
acting type, because it permits safer and easier control of the 
period of paralysis and does not necessitate the use of an antidote. 

Dr. Drummond‘ writes, ‘In the unconscious state, maintenance of 
a satisfactory airway—implying avoidance of hypoxia and hyper- 
carbia—is a recognized prerequisite of survival.’ Surely your 
correspondent does not mean that to imply that a satisfactory 
airway avoids hypoxia and hypercapnia (hypercarbia)? Even 
the most efficient airway imaginable cannot ensure survival in 
the presence of a very diminished tidal volume. 

In conclusion, Sir, | wish to express the hope that future reports 
of anaesthetic complications and deaths, will invariably include a 
detailed and scientific account of that all-important factor—the 
tidal volume. To quote Prof. S. C. Cullen’, an authority on the 
muscle relaxants: *....The anaesthetist ordinarily over-estimates 
the extent of ventilation. In a number of observations with the 
carbon dioxide analyser, tremendous retention of CO, was demon- 
strated in patients to whom the anaesthetist felt he was providing 
adequate ventilation.’ ott 

May I suggest that if more attention was paid to maintaining 4 
normal tidal volume during anaesthesia the mortality rate might 
indeed be reduced six-fold? 

H. H. Samson 
602 Ingram’s Corner 
Twist Street 
Johannesburg. 


9 March 1956 
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